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Abstract 

The demanding nature of psychologists’ work and their exposure to distressing content, puts 

them at high risk of experiencing stress outcomes. Self-care is widely accepted as important for 

preventing stress outcomes such as burnout; however, surprisingly few studies have investigated the 

link between self-care and burnout among psychologists. Further, despite ethical imperatives to engage 

in self-care, psychologists tend to have a chronic disregard for their own needs and limited research has 

investigated factors that increase psychologists' engagement in self-care. One promising factor that may 

enhance self-care and buffer burnout is self-compassion. Prior research within other helping 

professionals has linked self-compassion with promoting self-care and reducing burnout. However, 

almost no research has investigated the benefit of self-compassion for psychologists or considered the 

relationships between these three factors. This research explored self-compassion’s relationship with 

self-care and burnout in psychologists, as well as whether self-compassion was a moderator of the 

relationship between self-care and burnout. Currently registered and practicing New Zealand and 

Australian psychologists (n = 197) were recruited through convenience sampling. Hierarchical regression 

analyses indicated that self-compassion had a significant, positive relationship with both professional 

and personal self-care in psychologist and that both self-compassion and self-care had significant, 

negative associations with burnout. Psychologists with greater self-compassion tended to have higher 

engagement in both professional and personal self-care along with lower levels of burnout. Moderation 

analysis showed that self-compassion was also a significant moderator of relationship between self-care 

and burnout, such that self-compassion strengthened the negative relationship that self-care had with 

burnout in psychologists. Specifically, as psychologists’ level of self-compassion gets higher, the negative 

relationship between self-care and burnout gets stronger. These results highlight self-compassion as a 

valuable resource for enhancing self-care practices and buffering burnout within psychologists. This 

research extends the finding that self-compassion is positively associated with self-care to a population 



 iii 

of New Zealand and Australian psychologists, and it provides an initial foundation for new ways of 

looking at the relationship between self-care and burnout with respect to self-compassion. 
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Chapter 1: Introduction 

 
The mental health systems in both New Zealand and Australia are under increasing pressure to 

cater to the heightened demand for mental health services (Australian Psychological Society, 2022, June 

20; Spence, 2022, May 19). The decade prior to 2017 saw a 73% increase in individuals accessing mental 

health and addiction services within New Zealand (Te Pou o te Whakaaro Nui, 2018). This preceded the 

COVID-19 pandemic (Spence, 2022, July 28), which has only increased demand for mental health 

support (Australian Psychological Society, 2022, June 20; Spence, 2022, June 25). Since June 2021, the 

number of psychologists who could not take on new clients (due to service demand) increased from 1 in 

5 (22%)  to 1 in 3 (33%) in Australia (Soit, 2023). Simultaneously, in New Zealand, 8.8% of adults and over 

15% of youth reported that their needs for professional mental health support have been unmet 

(Ministry of Health, 2022).  

It is clear that psychologists are faced with a very high number of clients requesting assistance, 

along with an increase in clients with complex presenting problems (Te Pou o te Whakaaro Nui, 2018). 

This substantial service demand is further compounded by the fact that the mental health systems in 

both New Zealand and Australia have long been understaffed and underfunded (Mental Health 

Australia, 2023; Poole, 2023, June 30; Soit, 2023; Spence, 2022, July 28). There is a limited number of 

trained psychologists, facing very high client demand for their support. This issue is ubiquitous to the 

point that it has become common knowledge that the mental health systems in both New Zealand and 

Australia are under immense pressure. There is an essential need for more support for the psychology 

workforce and in turn the clients that they support (Australian Psychological Society, 2022, June 20; 

Department of Health and Aged Care, 2022; Spence, 2022, July 28). Both New Zealand and Australian 

Government inquiries have openly acknowledged this, describing the mental health systems as being at 

a crisis point (Soit, 2023; Spence, 2022, July 28), whereby they are not presently meeting the mental 
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health needs of the community (Department of Health and Aged Care, 2022; He Ara Oranga, 2018; Te 

Pou o te Whakaaro Nui, 2018). 

Considering the high demand for psychological services across New Zealand and Australia, it is 

surprising that little attention has been given to the impact that this has on the current psychology 

workforce (He Ara Oranga, 2018; Te Pou o te Whakaaro Nui, 2018). Globally, psychologists have one of 

the most demanding roles (Dattilio, 2015). Psychologists are faced with many of the same stressors as 

other professions such as paperwork, long hours, and time constraints (Smith & Moss, 2009). However, 

they are also faced with additional occupation-specific stressors such as: exposure to sensitive and 

distressing content (Finlay-Jones et al., 2015; O’Connor et al., 2018); emotional isolation, 

unpredictability of work and client presentation (Finlay-Jones et al., 2015; Stafford‐Brown & Pakenham, 

2012); lack of client improvement; demanding caseloads, and managing ethical dilemmas (Barnett et al., 

2007; Posluns & Gall, 2020; Stafford‐Brown & Pakenham, 2012). It has been suggested that one 

particularly difficult stressor faced by psychologists is the need to balance adequate boundaries and 

emotional involvement with their clients, whilst maintaining an effective therapeutic alliance (Dattilio, 

2015; Lizano, 2015). As such, irrespective of high service demands, managing the unique pressures and 

demands of being a psychologist poses a risk of experiencing significant stress (Barnett et al., 2007; 

Posluns & Gall, 2020; Stafford‐Brown & Pakenham, 2012). If left unresolved, this stress can precipitate 

more serious issues such as compassion fatigue and burnout (Maslach, 2003; Posluns & Gall, 2020). Not 

surprisingly, clinicians and researchers alike express concern that psychologists in New Zealand and 

Australia are at heightened risk of burnout (Te Pou o te Whakaaro Nui, 2018).  

Prevalence rates of burnout within helping practitioners (including psychologists) have been 

found to be between 21 – 69% (Johnson et al., 2018; Morse et al., 2012; Simpson et al., 2019). Burnout 

can lead to serious adverse outcomes for the psychologist, their clients and the psychology profession as 

a whole (Finlay-Jones et al., 2015). For the psychologist, burnout has been associated with a heightened 
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risk of anxiety, depression and substance misuse (Morse et al., 2012; Rupert et al., 2015; Smith & Moss, 

2009). In terms of service delivery, greater burnout has been linked to impaired decision-making, 

(Johnson et al., 2018; McCormack et al., 2018), decreased attention, poor concentration (Johnson et al., 

2018; Smith & Moss, 2009), and perhaps most concerningly, a reduced ability to empathise and build a 

strong therapeutic alliance with clients. Evidently, burnout impairs psychologists’ ability to provide 

successful therapy (Di Benedetto & Swadling, 2014; McCormack et al., 2018; Smith & Moss, 2009). In 

addition, burnout is linked to absenteeism, high turnover, and decisions to leave the psychology 

profession, serving to only further perpetuate the already significant staff shortages within the mental 

health system (Te Pou o te Whakaaro Nui, 2018). 

Considering the inherently high risk of burnout for psychologists, the current high demand for 

psychological services further increasing this risk, and the serious negative consequences of burnout, 

there is a clear need to protect New Zealand and Australian psychologists from burnout. Surprisingly, 

very little research has investigated burnout in psychologists (McCade et al., 2021; McCormack et al., 

2018; Williams et al., 2020). Burnout research has predominately focused on health care professionals 

such as nurses (Dev et al., 2020; Dev et al., 2018; Lizano, 2015) and doctors (Alkema et al., 2008; Dev et 

al., 2020; Hashem & Zeinoun, 2020), rather than on mental health workers specifically (Johnson et al., 

2018; Smith & Moss, 2009). The research that has specifically investigated mental health professionals 

has predominantly focussed on social workers (Lizano, 2015; O’Connor et al., 2018; Siebert, 2005) or 

psychiatrists (Kumar, 2007; Kumar et al., 2011). Burnout within psychologists specifically has been 

neglected, and the literature base is even more sparse within a New Zealand and Australian context 

(Simpson et al., 2019). This lack of attention is particularly concerning given that in order to effectively 

and competently support the growing population in need of mental health services within New Zealand 

and Australia, it is important to care for the most valuable resource in the pathway to mental wellbeing - 

the mental health workforce (Te Pou o te Whakaaro Nui, 2018). 
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In addition to the lack of research on burnout in psychologists, the burnout literature across 

helping professions has largely had a general focus on the incidence of burnout, its causes and 

associated negative consequences (Dorociak, Rupert, & Zahniser, 2017; Johnson et al., 2018; Lee & 

Miller, 2013). Limited research has focused on factors which may prevent, protect against, or decrease 

the prevalence of burnout (McCormack et al., 2018). Given that the wider burnout research indicates 

that it is easier to prevent or protect against burnout than it is to retroactively manage burnout, it is vital 

to explicitly examine factors that may buffer against stress, to provide psychologists with tools to 

enhance resilience and protect against burnout (Johnson et al., 2018; Maslach, 2003; Posluns & Gall, 

2020; Smith & Moss, 2009).  

It is also important that research addresses personal psychological resilience factors, as it is 

expected that there is no quick external fix for the systemic issues across the New Zealand and 

Australian mental health systems (Department of Health and Aged Care, 2022; He Ara Oranga, 2018). To 

illustrate, the Ministry of Health (2021) report acknowledged the imperative of improving mental health 

worker wellbeing, setting this as a medium-term goal for the workforce. However, this report did not 

discuss any specific plans or strategies for how to achieve this goal. This acknowledgement (yet lack of 

clear solutions) is reflective of the wider literature in which very little research examining burnout in 

psychologists worldwide has focused on protective or preventative factors (Kercher & Gossage, 2024; 

O’Connor et al., 2018; Simpson et al., 2019). Given the increasing pressure on the mental health 

workforce, the fact it is only expected to further increase for the foreseeable future (Te Pou o te 

Whakaaro Nui, 2018), and a lack of any immediately available solutions, there is a need to explore more 

individually controllable psychological factors which may protect against burnout. 

Exploration of internal psychological resources of psychologists is important to support 

psychologists to effectively manage daily demands and ensure the longevity of the vital mental health 

workforce. One of the primary internal resources that is thought to be modifiable and buffer against 
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burnout is self-care (Di Benedetto & Swadling, 2014; Norcross & VandenBos, 2018; Rupert & Dorociak, 

2019; Rupert & Kent, 2007). Self-care, however, has largely been assumed as self-explanatory within the 

literature with no attempt to define it beyond ‘care for oneself’, and limited research has thoroughly 

examined self-care in relation to psychologists and burnout. Further, there is limited information about 

factors that may also improve psychologists’ engagement in self-care and in turn protect against 

burnout (Miller et al., 2019). 

Consequently, this research investigates factors that may be protective or preventative against 

burnout in New Zealand and Australian psychologists. Specifically, it examines the assumed self-evident, 

yet scarcely researched, construct of self-care in relation to burnout. Further, this research examines 

self-compassion as an alternative protective factor and explores whether self-compassion may enhance, 

or moderate, psychologists’ ability to engage in self-care. Prior to examining whether self-compassion 

may moderate self-care’s impact on burnout in psychologists, the core constructs of self-compassion 

self-care, and burnout will be reviewed. 
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Chapter 2: Literature Review 

 
What is Burnout? 

The term burnout was originally used during the 1970’s to describe the phenomenon of 

emotional and mental exhaustion, as well as decreased motivation and commitment seen among 

workers in the human service professions (Freudenberger, 1974; Maslach, 1976; Maslach & Pines, 

1977). Research has flourished since this initial conception, with burnout since being recognised to be 

experienced across a range of professions and workers (Schaufeli, Bakker, et al., 2009). Burnout is now 

more commonly used to refer to the negative outcomes that gradually develop from the chronic 

exposure to work-related stressors (Maslach et al., 2001; Schaufeli, Bakker, et al., 2009). In the human 

services field, there is particular concern surrounding the impact of such negative consequences for the 

helping professional, as well as the vulnerable clients they intend to support (Johnson et al., 2018; 

Morse et al., 2012). Despite this substantial growth and interest in burnout there remains ambiguity and 

debate as to what specifically conceptualises burnout. 

Burnout Syndrome and the Maslach Burnout Inventory (MBI)  

The most prominent conceptualisation of burnout is the Maslach and Jackson (1981) burnout 

syndrome. According to this view, burnout is a multi-dimensional construct that encompasses three 

dimensions: emotional exhaustion, depersonalisation, and reduced personal accomplishment (Maslach 

& Jackson, 1981). Emotional exhaustion constitutes feelings of fatigue and depletion of both emotional 

and physical resources (Maslach et al., 2001). Depersonalisation involves workers developing pessimistic 

feelings and cynical attitudes towards their organisation, colleagues and/or clients (Maslach et al., 

2001). Reduced personal accomplishment involves workers developing negative evaluations of 

themselves, feelings of incompetence and dissatisfaction with their workplace performance (Maslach et 

al., 2001). From Maslach and Jackson’s perspective, these factors of the burnout syndrome develop as a 
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result of ongoing exposure to excessive interpersonal, social, and/or organisational stressors (Maslach et 

al., 2001; Schaufeli, 2003). 

The Maslach Burnout Inventory (MBI; Maslach et al., 1997) was developed to measure these 

three dimensions of burnout. The MBI has been administered to such a large extent that it has become 

the ‘gold standard’, and the phenomenon that the MBI measures has become interchangeable with the 

very definition of burnout itself; “burnout is what the MBI measures!” (Schaufeli, 2003, p. 3). However, 

the MBI was developed through inductive factor-analysis of arbitrary items rather than solid clinical 

observation or robust theory (Maslach et al., 2001; Schaufeli, 2003). This limited theoretical foundation 

has resulted in concerns regarding the three dimensions of burnout. 

Researchers have suggested that the three dimensions proposed to make up burnout are 

actually theoretically distinct and independent dimensions (Kristensen et al., 2005). Generally, there is 

agreement that emotional exhaustion is the central element of burnout (Schaufeli, Leiter, et al., 2009; 

Seidler et al., 2014). For example, research has found that utilising a single scale of the MBI, the 

emotional exhaustion subscale, can accurately be used in place of the entire MBI (Rohland et al., 2004). 

However, there is less consensus about the relevance of the two other dimensions of burnout (Shirom & 

Melamed, 2005). Specifically, depersonalisation can be viewed as a coping strategy that an individual 

may use in response to chronic stress (Kristensen et al., 2005; Lee & Ashforth, 1996; Schaufeli, 2003; 

Shirom, 1989) or alternatively as a precursor to developing emotional exhaustion by influencing lower 

personal accomplishment (Leiter, 1993; Schaufeli & Taris, 2005). Similarly, researchers have proposed 

that the dimension of reduced personal accomplishment could be considered an outcome of burnout 

(Kristensen et al., 2005; Lee & Ashforth, 1996; Schaufeli, 2003; Shirom, 1989) or rather an element of 

work engagement instead of burnout (Lee & Ashforth, 1996; Schaufeli, 2003). Collectively, these 

criticisms of the MBI suggest that emotional exhaustion is the central component of burnout, whereas 
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depersonalisation and personal accomplishment may be separate concepts related to burnout rather 

than aspects of burnout itself (Kristensen et al., 2005; Lee & Ashforth, 1996; Shirom & Melamed, 2005).  

Copenhagen Burnout Inventory (CBI) 

Responding to theoretical limitations of the MBI, Kristensen et al. (2005) developed an 

alternative model of burnout. This model of burnout builds on the literature that suggests emotional 

exhaustion is the core component or the ‘heart’ of burnout (Maslach et al., 2001; Shirom & Melamed, 

2005; Siebert, 2005). This perspective on emotional exhaustion reflects the earlier conceptualisation of 

burnout, assuming it involves a combination of mental, emotional and physical exhaustion related to 

prolonged exposure to emotionally taxing circumstances (Pines & Aronson, 1988; Shirom, 1989). 

Kristensen et al. (2005) build upon this research by attributing fatigue and exhaustion to specific 

domains within one's life, such as work.  

This attribution to specific areas of an individual's life is what distinguishes burnout from general 

fatigue (Kristensen et al., 2005). They propose burnout is made up of three types: personal, work-

related and client-related burnout. Personal burnout is a measure of physical and psychological 

exhaustion that can be utilised regardless of an individual's occupational status. For example, with 

youth, retirees or the unemployed. The personal burnout element enables identification of exhaustion 

which individuals attribute to non-work factors such as health concerns or family stressors (Kristensen et 

al., 2005). Work-related burnout measures physical and psychological exhaustion that individuals 

attribute to work factors. Client-related burnout is a distinct work-related measure that refers to specific 

exhaustion that individuals attribute to their work with clients (e.g. patients, students).  

Kristensen et al. (2005) developed the Copenhagen Burnout Inventory (CBI) to measure burnout 

in line with this conceptualisation. The CBI consists of three scales, representing each type of burnout, 

that can be used as independent scores (Kristensen et al., 2005) or combined for a total burnout score 

(Di Benedetto & Swadling, 2014; McCade et al., 2021; Milfont et al., 2008). The CBI is a valid measure of 
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burnout that has good predictive validity as well as concurrent validity (Kristensen et al., 2005). 

Consequently, the CBI was chosen for this current study to measure burnout; it is important to utilise 

valid measures of burnout, to help combat the oversaturation and reliance on MBI. 

Distinction from Compassion Fatigue 

Given the conceptual ambiguity of burnout, it is important to distinguish it from similar 

constructs such as compassion fatigue (CF). Within the literature, the term CF is sometimes used 

interchangeably with burnout. However, CF represents a distinct concept (Newell & MacNeil, 2010; 

Sinclair et al., 2017; Van Mol et al., 2015). CF is similar to burnout in that both relate to negative 

emotional states that result from factors associated with an individual’s work environment (Alkema et 

al., 2008). However, CF relates to the exhaustion, both emotional and physical, that occurs in caring 

professionals due to the chronic use of empathy and ongoing exposure to the suffering of others (Figley, 

2002; Sinclair et al., 2017; Van Mol et al., 2015). CF can be thought of as the ‘the cost of caring’ (Figley, 

1995). Similar to burnout, this exhaustion can lead to a reduction in capacity to be compassionate and 

empathic, or a desensitization, towards one's client(s).  

The core distinction between CF and burnout is the source of the exhaustion (Van Mol et al., 

2015). CF occurs directly as a result of secondary exposure to client’s distress and ongoing demands to 

be empathetic and compassionate towards others suffering (Alkema et al., 2008). In contrast, burnout 

can be the result of other stressors, such as workload demands or time pressures, and is not exclusive to 

the demands associated with being caring and compassionate to clients (Maslach et al., 2001). In 

summary, burnout can be seen as a more general, all-encompassing phenomenon in response to chronic 

work-related stress, whereas CF is exhaustion specifically related to caring factors (Alkema et al., 2008). 

Burnout takes into consideration wider ecological and holistic impacts on psychologists, including things 

such as relevant community and global events (for example Covid-19). Consequently, examining burnout 
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rather than CF enabled this research to look at psychologists overall functioning not just in relation to 

their work with clients, but also other factors that could potentially affect their client work. 

Prevalence of Burnout 

Limited research has investigated burnout in psychologists, especially within a New Zealand or 

Australian context psychologists (Di Benedetto & Swadling, 2014; McCade et al., 2021; Williams et al., 

2020). In fact, research on the psychology workforce in New Zealand is generally lacking (Kennedy et al., 

2022). Two of the main studies to sample New Zealand psychologists specifically, focus primarily on the 

experiences of compassion fatigue (Kercher & Gossage, 2024; McCormick, 2014). Although not explicitly 

focusing on burnout, both studies include findings on burnout prevalence, within the context of 

compassion fatigue, within New Zealand psychologists. 

A study by McCormick (2014) which investigated resilience and wellbeing among a sample of 

224 New Zealand psychologists reported relatively low compassion fatigue and high compassion 

satisfaction. They found that maladaptive coping strategies and occupational stressors were associated 

with lower professional quality of life (including burnout), while higher professional quality of life was 

linked to several positive factors including self-care and engagement in personal therapy. A more recent 

study by Kercher and Gossage (2024) focused on the impact of Covid-19 on compassion fatigue among 

New Zealand psychologists. They found that since the pandemic, rates of psychological distress, 

including burnout, have increased among New Zealand psychologists. The mean burnout rate as 

measured by the Professional Quality of Life Scale for the 149 participants in the sample was 24.83 

indicating a mild risk of burnout for New Zealand psychologists. Kercher and Gossage (2024) directly 

compared this burnout level with that of McCormick (2014) and found that burnout within New Zealand 

psychologists was markedly and significantly higher than the pre-covid rate of 20.78. Thus, indicating 

that burnout rates appear to be worsening within New Zealand psychologists. 
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One of the only burnout specific studies to include New Zealand participants is a South 

Australian study which investigated the role of maladaptive schema and coping on the incidence of 

burnout in registered psychologists around the world. Simpson et al. (2019) found that 18.3% of 

psychologists were considered to have high levels of emotional exhaustion and that early maladaptive 

schemas as well as maladaptive coping strategies were significantly associated with heightened 

emotional exhaustion. Although this study included New Zealand participants, the results in reference to 

country of residence were not delineated. The research base within psychologists in Australia is slightly 

larger than within New Zealand; nonetheless, compared to other helping professionals, the research 

base for psychologists is still surprisingly limited and in need of further exploration (Simpson et al., 

2019). 

Di Benedetto and Swadling (2014) explored burnout within an Australian context and found that 

14.4% of Australian psychologists met the threshold for overall burnout, with the greatest prevalence 

seen for personal burnout at 35.3%. An earlier study investigating burnout within Australian clinical 

psychologists found 8% met the criteria for burnout (D’Souza et al., 2011). In a study of 260 

psychologists, Bearse et al. (2013) found that burnout was identified as their most common stressor. A 

more recent study investigating psychologist burnout in Australia found that nearly 30% of respondents 

met the criteria for burnout (McCade et al., 2021). Further, a recent systematic review of 40 studies 

investigating burnout within psychotherapists reported moderate-high burnout in over 54.54% of 

therapists, with 22.83% meeting the criteria for moderate/moderate-high burnout using the CBI 

(Simpson et al., 2019).  

Thus, the available literature estimates prevalence rates for burnout (in particular emotional 

exhaustion) among psychologists to range between 27% to 59% (McCormack et al., 2018; Rupert & 

Kent, 2007; Rupert & Morgan, 2005; Williams et al., 2020). However, given the limited research on 

burnout within psychologists specifically, it is unclear how accurate these estimates may be. When 
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looking at burnout in mental health professionals generally, prevalence rates have been found to range 

between 21 – 69% (Johnson et al., 2018; Morse et al., 2012; Simpson et al., 2019). This indicates that 

burnout is a significant risk for mental health professionals, including psychologists. The relative paucity 

of literature is particularly concerning given the impacts and consequences that burnout can have for 

the psychologist, their clients and the Psychology profession as a whole (Finlay-Jones et al., 2015). 

Burnout Consequences 

Burnout can cause serious adverse mental and physical consequences for psychologists (Finlay-

Jones et al., 2015; Simpson et al., 2019). Psychologists experiencing burnout are at risk of overall poor 

quality of life, fatigue, social withdrawal and insomnia (McCormack et al., 2018; Salvagioni et al., 2017; 

Yang & Hayes, 2020). They are also at heightened risk for physical consequences such as headaches, 

muscular pain and increased risk of cardiovascular disease and diabetes (Salvagioni et al., 2017). Further, 

psychologists are at heightened risk of anxiety, depression, substance misuse and suicidality (Morse et 

al., 2012; Rupert et al., 2015; Smith & Moss, 2009). Two studies investigating depression in psychologists 

found that over 60% of psychologists had been depressed at least once during their careers (Gilroy et al., 

2002; Pope & Tabachnick, 1994). Concerningly, Gilroy et al. (2002) found 42% of respondents had 

struggled with suicidal thoughts or actions at some point. 

Crucially, burnout also has acute negative consequences for clients (Finlay-Jones et al., 2015). 

Greater levels of burnout in psychologists have frequently been linked to impaired decision-making skills 

(Johnson et al., 2018; McCormack et al., 2018) as well as decreased attention and concentration 

(Johnson et al., 2018; Smith & Moss, 2009) which can impact therapeutic effectiveness and client 

outcomes (Bearse et al., 2013; Morse et al., 2012; Posluns & Gall, 2020). The impact of burnout and its 

associated personal consequences can result in diminished motivation and empathic ability (Norcross & 

VandenBos, 2018) and lead to psychologists working at reduced capacity (Rupert & Morgan, 2005) 

which can potentially have harmful outcomes for the client. A study by Rupert and Kent (2007) found 
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burnout in psychologists  was positively associated with overinvolvement with clients, indicating 

burnout may result in difficulty maintaining appropriate boundaries within the therapeutic relationship. 

Significantly, burnout can result in impaired professional competence and negatively impact 

psychologists' ability to build a strong therapeutic alliance with their clients (Di Benedetto & Swadling, 

2014; Hashem & Zeinoun, 2020; McCormack et al., 2018; Norcross & VandenBos, 2018; Smith & Moss, 

2009), a core component of successful therapy. Overall, these impacts can diminish the quality of 

services and lead to suboptimal care being provided to clients (McCormack et al., 2018; Morse et al., 

2012; Posluns & Gall, 2020). 

Finally, burnout can have negative consequences for the psychology profession as a whole 

(Finlay-Jones et al., 2015). This is due to the potential for burnout to result in reduced productivity and 

commitment to the organisation (Morse et al., 2012), increased staff turnover (Williams et al., 2020) and 

higher levels of absenteeism (Simpson et al., 2019). All of these factors may lead to costs for the 

organisation and further limit resources available (Dreison et al., 2018) within the psychology workforce. 

Higher levels of emotional exhaustion in particular have been linked to increased absenteeism (Johnson 

et al., 2018) and turnover intention in mental health workers  (Acker, 2012; Johnson et al., 2018). 

Absenteeism and turnover result in both financial and resource costs for organisations due to the impact 

of lost productivity along with the expense associated with recruiting and training replacement staff 

(Acker, 2012; Johnson et al., 2018). Additionally, burnout places further burden on the psychology 

workforce and the mental health systems in New Zealand and Australia, which are already under 

pressure due to a shortage of psychologists who cannot meet the increasing demand for care (Australian 

Psychological Society, 2022, June 20; Department of Health and Aged Care, 2022; Ministry of Health, 

2021; Spence, 2022, May 19). Given this risk of burnout along with the serious negative consequences, it 

is important to investigate factors that could ameliorate or protect against burnout in psychologists. 
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Causes of Burnout 

 Job Demands-Resources (JD-R) & Conservation of Resources (COR) Theory 

Burnout is understood to have a gradual onset and is argued to occur insidiously in response to 

ongoing exposure to occupational stressors that have not been successfully managed (Maslach et al., 

2001; McCormack et al., 2018; Sinclair et al., 2017). Two significant factors associated with burnout are 

demands and resources. Within burnout research, two key models that offer a conceptual 

understanding of burnout are the Job Demands-Resources (JD-R; Demerouti et al., 2001) model and the 

Conservation of Resources (COR; Hobfoll, 1989; Hobfoll et al., 2018) theory. JD-R combined with COR 

provides a more comprehensive understanding of occupational stress and burnout (Bakker, Demerouti, 

et al., 2023). 

The JD-R model states that burnout is the result of an imbalance between persistent work 

demands and an individual’s perceived available resources to buffer these demands (Bakker, Demerouti, 

et al., 2023; Buonomo et al., 2022; Demerouti et al., 2001; Schaufeli, Bakker, et al., 2009). Job demands 

comprise the psychological, social, physical, or organisational aspects of a role that involve sustained 

effort and result in physiological and/or psychological costs (Bakker, Demerouti, et al., 2023; Demerouti 

et al., 2001). Contrastingly, job resources are the psychological, social, physical, or organisational 

components of a role that can be motivating, lead to personal growth and offset the impact of job 

demands (Bakker & Demerouti, 2017; Bakker, Demerouti, et al., 2023; Buonomo et al., 2022). 

Individuals need to utilise a variety of resources to enable them to cope with environmental stressors 

(i.e. work demands; Bakker & Demerouti, 2017). JD-R theory proposes that it is these resources that 

help reduce the effect of job demands and mitigate the risk of burnout (Bakker, Demerouti, et al., 2023). 

In this way, burnout is the consequence of unresolved exposure to recurrent work stressors without 

adequate compensatory resources (Maslach et al., 2001; McCormack et al., 2018; Rupert et al., 2015). 
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Complementary to JD-R, COR theory focuses on individuals’ acquisition and loss of protective 

resources. COR theory is a more broad theory of stress commonly utilised within coping research; 

however, it also has relevance for understanding and explaining how burnout may occur in individuals 

(Bakker, Xanthopoulou, et al., 2023; Buonomo et al., 2022; Hobfoll et al., 2018). According to COR 

theory, an individual’s resources influence the impact of stressors (Hobfoll, 1989; Hobfoll et al., 2018). 

Thus, resources play a key role in the development of burnout (McCormack et al., 2018; Rupert et al., 

2015). Specifically, the theory proposes that successful acquisition of resources can result in positive 

wellbeing; while potential or actual resource loss due to environmental stressors can result in 

psychological stress (Hobfoll, 1989). Hobfoll (1989) proposes that individuals therefore aim to maximise 

resource gains (in order to buffer any future losses) and minimise any resource losses to protect against 

the onset of psychological stress.  In this way, individuals are able to cope with various environmental 

stressors through the use of their available personal resources. Ongoing exposure to resource depleting 

environments can be especially harmful and can result in a net loss of individual resources available to 

buffer environmental stressors, which can increase the risk of chronic stress conditions such as burnout 

(Hobfoll, 1989; Hobfoll et al., 2018).  

Various demands and resources are highlighted as important risk factors for the onset of work-

related stress and development of burnout (Bakker, Xanthopoulou, et al., 2023; Hobfoll et al., 2018). 

Resources, in particular, are important as the extent and severity of stress can be argued to be relative 

to an individual's actual or perceived availability of resources at a particular time (Bon & Shire, 2022). 

Adopting a theoretical framework from JD-R and COR focuses on the importance of psychologists' 

resources to effectively manage the demands of their job. 

Risk Factors: Demands & Resources 

Throughout the literature, research into demands and resources linked with burnout has often 

been categorised broadly into either internal (personal) factors or external (occupational) factors 
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(Bakker, Demerouti, et al., 2023; Buonomo et al., 2022; Kumareswaran, 2023; McCormack et al., 2018). 

Resources are particularly important as they can help individuals manage occupational demands and 

buffer the impact of stress (Bon & Shire, 2022; McCormack et al., 2018; Rupert et al., 2015). General 

research on risk factors associated with one's occupational environment that can lead to burnout has 

focused on both occupational demands and limited work resources such as: work overload or underload 

(Beheshtifar & Omidvar, 2013; Yang & Hayes, 2020), a lack of collegial or managerial support 

(Beheshtifar & Omidvar, 2013), job insecurity (Beheshtifar & Omidvar, 2013), role conflict and/or 

ambiguity, work setting  (Sim et al., 2016), a lack of control and/or autonomy, as well as limited 

decision-making ability and few opportunities for promotion (Beheshtifar & Omidvar, 2013; 

Kumareswaran, 2023). General research into personal risk factors has focused on factors which can 

influence an individual’s ability to manage work demands and cope with environmental stressors 

(Kumareswaran, 2023). These include personality traits (e.g. perfectionism, neuroticism), individual 

coping style, self-efficacy and emotional intelligence, as well as demographic factors such as age, 

gender, ethnicity, marital status (Beheshtifar & Omidvar, 2013; George-Levi et al., 2022; Rupert et al., 

2015; Yang & Hayes, 2020). 

Of these more general risk factors, factors that have received the most attention for 

psychologists have been workload and task division (McCormack et al., 2018; Rupert & Kent, 2007; 

Rupert et al., 2009; Yang & Hayes, 2020), client type, and work setting (Rupert & Morgan, 2005). 

Specifically, research on psychologists has consistently linked a greater number of hours worked to an 

increased risk of burnout, especially emotional exhaustion  (Rupert et al., 2015; Rupert & Morgan, 

2005). However, research has found that it is not only the workload (total hours) that is important in the 

development of burnout for psychologists, but more specifically how those hours are spent. For 

example, time spent in particular work activities has also been linked to burnout (Rupert et al., 2015) 

with more hours spent completing paperwork or administrative tasks linked with an increased risk of 
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emotional exhaustion in psychologists (Ackerley et al., 1988; Rupert et al., 2009). Contrastingly, more 

hours spent in psychotherapy or with clients has not been linked to higher levels of burnout within 

psychologists (McCormack et al., 2018; Rupert & Kent, 2007; Rupert & Morgan, 2005). 

One exception to client hours not being associated with greater burnout is with regards to 

impacts that are related to the type of client seen (Rupert et al., 2015; Sim et al., 2016). Specifically, 

Ballenger-Browning et al. (2011) found psychologists who saw more clients with personality disorders to 

be at a greater risk of burnout, specifically depersonalization. Other studies have found that working 

with clients who display negative behaviours (such as client aggression, suicidality, and psychotic 

behaviour) has also been associated with a greater risk of emotional exhaustion in psychologists 

(Ackerley et al., 1988; Rupert & Kent, 2007; Rupert & Morgan, 2005). The impact of client presentation 

on burnout risk may be due to the additional time or emotional investment required by psychologists 

and stress associated with managing higher levels of risk (Rupert et al., 2015). 

Prior research has linked work setting with the onset of burnout in mental health professionals 

including psychologists (Ackerley et al., 1988; Rupert & Morgan, 2005). The reason for this finding 

however is unclear; some researchers have argued that differences within work settings such as hours 

worked, types of clients, level of control and autonomy may account for, at least partially, the variation 

in burnout seen (Rupert & Morgan, 2005). For example, Rupert and Morgan (2005) found psychologists 

working in private practice had a lower risk for burnout than those working in agency settings. However, 

they also found variations within settings regarding other work-related factors are linked with burnout. 

Specifically, they found that private practice psychologists were afforded more agency and control over 

their work, worked less hours per week and spent less time engaged in other organisational tasks such 

as paperwork than agency psychologists (Rupert & Morgan, 2005). These findings were similar to earlier 

research by Ackerley et al. (1988). In addition, Rupert and Morgan (2005) found that agency 

psychologists also reported greater exposure to negative client behaviours than private practice 
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psychologists. Consequently, these differences across workplace settings may be better explained and 

accounted for by workplace factors such as hours worked, level of autonomy or job control, 

administrative tasks and frequency of exposure to negative client behaviours (Rupert & Morgan, 2005). 

Contrastingly, research on burnout within Australian psychologists found no difference between 

occupational setting and burnout (Di Benedetto & Swadling, 2014). The lack of a significant finding could 

be the result of cultural and contextual differences between Australia and America, in particular the 

difference in health care systems between the two countries and thus occupational tasks associated 

with various work settings (Di Benedetto & Swadling, 2014). For example, within Australia, private 

practice psychologists are integrated within the public mental health system which may have resulted in 

a difference in work setting findings between Australia and America (Di Benedetto & Swadling, 2014). 

On top of these more general factors, psychologists often experience further unique demands 

and can exhibit certain personal factors that increase the risk of burnout within this occupation (Gardner 

& O’Driscoll, 2007; O’Connor et al., 2018; Simpson et al., 2019). Psychologists frequently put the needs 

of others ahead of their own (Norcross & VandenBos, 2018) and often have heightened sensitivity to 

those around them and their environment (O’Connor et al., 2018). The altruistic nature of psychologists 

combined with the sensitivity required for their roles, leaves them at risk of ‘running on empty’ in that 

their resources are depleted in response to managing demands, leading to them becoming emotionally 

drained.  

Additionally, psychologists are regularly exposed to sensitive and often distressing client content 

(Finlay-Jones et al., 2015; O’Connor et al., 2018) and they are expected to continually empathise with 

and hold space for clients suffering (Finlay-Jones et al., 2015) without receiving anything emotionally in 

return (O’Connor et al., 2018). They are faced with delicately balancing appropriate boundaries and 

emotional involvement with their clients, whilst maintaining an effective therapeutic alliance (Dattilio, 

2015; Lizano, 2015; Maslach, 2003). Over time, this way of relating can take an emotional toll on the 



 19 

therapist and contribute to an increased risk of emotional exhaustion (Dattilio, 2015; Maslach, 2003; 

Norcross & VandenBos, 2018). 

Psychologists can also experience professional and emotional isolation due to the confidential 

nature of their roles (O’Connor et al., 2018); they commonly have to juggle demanding caseloads 

alongside managing ethical dilemmas (Barnett et al., 2007; Posluns & Gall, 2020; Smith & Moss, 2009; 

Stafford‐Brown & Pakenham, 2012). Further risk factors for burnout are associated with the ambiguity 

of work and client presentation (Finlay-Jones et al., 2015; Stafford‐Brown & Pakenham, 2012) as well as 

lack of client improvement that psychologists are sometimes faced with and potential blame for such 

lack of improvement (Barnett et al., 2007; Norcross & VandenBos, 2018; Posluns & Gall, 2020; Smith & 

Moss, 2009; Stafford‐Brown & Pakenham, 2012). Consequently, these additional demands faced by 

psychologists increases their vulnerability to heightened job-stress (Dattilio, 2015; Maslach, 2003; 

Norcross & VandenBos, 2018). If left unresolved, stress can precipitate more serious issues such as 

professional impairment and burnout (Maslach, 2003; Posluns & Gall, 2020). 

Compared to research on occupational risk factors, the literature base investigating the impact 

and importance of personal characteristics is relatively limited (Di Benedetto & Swadling, 2014; 

Dorociak, Rupert, & Zahniser, 2017; Simionato & Simpson, 2018). This is particularly the case for burnout 

in psychologists where research on personal factors is often limited to demographics such as age 

(Rupert et al., 2015; Siebert, 2005) with few studies extending further to investigate personal resources 

such as coping style or self-efficacy (Siebert, 2005; Yang & Hayes, 2020). Further, research investigating 

potential ways to reduce the risk of burnout among psychologists has primarily focused on adjustment 

of the external work environment to reduce the negative features of burnout rather than enhancing 

personal protective factors of the psychologist  (Schaufeli, Bakker, et al., 2009). For example, increased 

salary, opportunity for promotion, and improved co-worker and supervisor support have been focused 

on as solutions to mitigate burnout (Schaufeli, Bakker, et al., 2009) more so than focusing on the 



 20 

promotion of wellness-enhancing protective factors such as mindfulness, self-care or coping (Siebert, 

2005; Yang & Hayes, 2020). This is despite research indicating that personal factors are just as important 

as occupational factors when it comes to mitigating stress and consequently burnout (Maslach & Leiter, 

2007; Maslach et al., 2001; Rupert et al., 2015).  

Organisational factors have been found to only partially explain burnout in psychologists; 

interventions that have ignored personal factors (and exclusively attempted to change occupational 

factors) to mitigate burnout have been ineffective, compared to interventions that have included 

personal factors (Simpson et al., 2019). A recent study by Simpson et al. (2019), one of the only studies 

to investigate the impact of coping mode on the development of burnout in psychologists, found that 

coping explained a further 6% of the variance in burnout on top of that explained by occupational 

factors and demographics.  

It is clear that burnout is a serious occupational hazard, and psychologists face increased risk 

due to the unique pressures and features of their roles. Burnout results in serious negative 

consequences for the psychologist, their client(s), and the psychology professional and as such it is 

important to investigate factors that may mitigate the risk of burnout within psychologists. Given the 

current context in New Zealand and Australia with increased demands and pressures on psychologists 

due to heightened service demand and lack of funding, it is not a quick fix to reduce or remove 

demands. Consequently, it is especially important to focus on factors that can help buffer these 

demands that may be more easily modifiable.  

Two core personal protective factors that have been linked with burnout (that are more easily 

modifiable) are self-care and self-compassion. To date no known studies have investigated self-care or 

self-compassion as important personal factors in relation to burnout within New Zealand and Australian 

psychologists. The lack of consideration of self-care is surprising given the common agreement that self-

care buffers against stress (Di Benedetto & Swadling, 2014; Posluns & Gall, 2020; Stevanovic & Rupert, 
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2004) and that self-care is a vital activity, if not ethical imperative, for practising psychologists (Norcross 

& VandenBos, 2018; The New Zealand Psychological Society, 2002). 

Defining Self-Care 

Self-care has gained increasing popularity over the last decade, particularly within helping 

professionals, as it has frequently been proposed to be a key mechanism for buffering against and 

alleviating distress (El-Ghoroury et al., 2012). Self-care offers a means for not only protecting against 

negative outcomes, such as burnout, but also as a tool for proactively enhancing positive outcomes such 

as one's health and wellbeing (Colman et al., 2016; Dorociak, Rupert, & Zahniser, 2017; Lee & Miller, 

2013; Lee et al., 2020; Wise & Barnett, 2016; Wise et al., 2012). Despite this research, defining self-care 

is difficult, as across the literature there is limited agreement among researchers as to what self-care 

actually is (Dattilio, 2015; Lee & Miller, 2013; Norcross & VandenBos, 2018; Rupert & Dorociak, 2019). 

Throughout the literature, self-care has been described in various ways including as an ability (Collins, 

2005), a process (Baker, 2003), a set of principles to follow (Norcross & VandenBos, 2018) or strategies 

to utilise (Mahoney, 1997). A number of researchers fail to even provide a clear definition of self-care in 

their research, perhaps assuming that the understanding of self-care is implied by the term itself (i.e., 

self-care refers to caring for oneself; Lee & Miller, 2013). 

A major part of the challenge in defining self-care lies in the question of what constitutes a self-

care behaviour or activity, as self-care can be subjective and take various forms (Rupert & Dorociak, 

2019). Self-care can include a broad number of activities across different areas of life, and the chosen 

activities often vary depending on idiosyncrasies of the individual (Rupert & Dorociak, 2019). As such, 

some researchers argue that what constitutes self-care is more about purposeful engagement with 

behaviours or activities rather than any specific behaviour itself. In this way, effective self-care activities 

are those that an individual finds useful rather than a set of behaviours that are universal for everyone.  
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An individual can engage in a number of self-care activities or behaviours including exercise, 

engaging in hobbies, healthy eating and sleeping, meditation and building a social support network 

(Colman et al., 2016; Rupert & Dorociak, 2019; Sanchez-Reilly et al., 2013). It is the active engagement in 

these activities that distinguishes self-care from other health behaviours (Colman et al., 2016). For 

example, having a gym membership itself would not represent self-care; however, setting aside time to 

travel to and workout at the gym would be classified as engagement in self-care.  

Further, the utility of self-care behaviours is inherently subjective, with the chosen activities 

often varying depending on idiosyncrasies of the individual and their circumstances (Rupert & Dorociak, 

2019). For example, while one individual may find engaging in social gatherings a means of improving 

their subjective wellbeing, another individual may find such activities result in the opposite. Some 

individuals may find attending the gym regularly enhances their sense of wellbeing, while for others’ 

activities such as going for nature walks or engaging in yoga practices may be what fills their cup. 

Given the subjective nature of self-care and the fact that what constitutes self-care can 

incorporate various activities across numerous areas (Rupert & Dorociak, 2019), operationalising self-

care for research is difficult (Callan et al., 2021; Coleman et al., 2016; Dorociak, Rupert, Bryant, et al., 

2017). Researchers have attempted to operationalise self-care by offering more specificity around self-

care behaviours by breaking them down into specific domains. Common domains include psychological, 

physical, social, and/or spiritual aspects of self-care (Baker, 2003; Butler et al., 2019). This view of self-

care relates to Aotearoa New Zealand’s Māori model of health, Te Whare Tapa Wha (Durie, 1998), which 

highlights the importance of four pillars of Māori health (physical, spiritual, family and mental health). 

Research on self-care often includes a collection of these dimensions (Lee & Miller, 2013).  

More recently, other authors have argued that for self-care to be accurately represented, 

researchers need to consider an additional domain; professional self-care (Dorociak, Rupert, & Zahniser, 

2017; Lee & Miller, 2013). These researchers argue that self-care is important for both the individual self 
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as well as the professional self and that self-care in the professional sense is largely neglected 

throughout the literature (Dorociak, Rupert, & Zahniser, 2017; Lee & Miller, 2013). Lee and Miller (2013) 

argue that unique attention needs to be paid to self-care practices in relation to one's work. This is 

especially the case for helping professionals who have both unique demands, as well as unique 

influences of self-care on delivery of services. Despite these variances, central to all conceptualisations is 

the idea that self-care involves an individual's deliberate engagement in a multitude of different 

behaviours with the aim of enhancing holistic wellbeing (Coleman et al., 2016; Miller et al., 2019). 

For the purposes of this research, Lee and Miller (2013) conceptualisation of self-care, which 

incorporates self-care behaviours under the distinct domains of personal and professional self-care, will 

be used. Their definition of self-care highlights the reciprocal nature of personal and professional self-

care for helping professionals. This perspective acknowledges that personal affairs can influence an 

individual's professional role just as work-related circumstances can affect one's personal life. Lee and 

Miller (2013) describe personal self-care as the deliberate engagement in activities that improve overall 

health and wellbeing of the individual, outside the workplace. Professional self-care refers to 

engagement in activities that enhance the overall wellbeing and effectiveness of the individual within 

their occupational role (Lee & Miller, 2013; Lee et al., 2020).  

Within their definition, they recognise that for self-care to be effective it needs to extend to 

both the individual self as well as the professional self. They also acknowledge that the personal and 

professional self are not mutually exclusive but that they are two distinct (yet complementary) areas of 

self-care that need to be considered together to attain a comprehensive understanding of self-care (Lee 

& Miller, 2013; Miller et al., 2018; Skovholt et al., 2001). For example, the personal self-care behaviour 

of getting enough sleep each night influences an individual's cognitive functioning both in their personal 

life and within their work context. Considering both personal and professional self-care is important for 

facilitating appropriate work-life balance (Rupert & Kent, 2007; Stevanovic & Rupert, 2004). 
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Consequently, when investigating self-care within mental health professionals such as psychologists, it is 

crucial to consider self-care within both the personal and professional environment.  

Benefits of Self-Care 

Although there are challenges with operationalising self-care, throughout the literature effective 

self-care engagement has been linked to improved overall wellbeing (Colman et al., 2016; Richard & 

Shea, 2011; Rupert & Kent, 2007), lower negative affect and higher positive affect (Zahniser et al., 2017), 

improved coping and resilience (Newell & MacNeil, 2010; Richard & Shea, 2011; Stevanovic & Rupert, 

2004), increased quality of life (Colman et al., 2016; Richard & Shea, 2011), enhanced occupational 

functioning and clinical competence (Norcross & VandenBos, 2018; Wise & Reuman, 2019), increased 

quality of care within helping professions (Barnett et al., 2005), as well as decreased stress levels 

(Colman et al., 2016; Rupert & Kent, 2007; Stevanovic & Rupert, 2004) and a diminished risk of 

deleterious outcomes such as burnout (Posluns & Gall, 2020; Stevanovic & Rupert, 2004).  

Conversely, a lack of self-care or ineffective self-care has been linked to increased stress levels 

(Posluns & Gall, 2020), a heightened risk of depression, burnout and compassion fatigue (Alkema et al., 

2008; Barnett et al., 2007), as well as a decline in overall health status including higher incidences of 

cardio vascular disease and substance use (Lizano, 2015; Morse et al., 2012). For psychologists in 

particular, poor self-care has been associated with greater emotional depletion and exhaustion (Collins, 

2005), decreased competency (Wise et al., 2012; Wise & Reuman, 2019), as well as impaired quality of 

care for clients (Barnett et al., 2007). In this way, self-care is an important tool for not only buffering the 

negative consequences of burnout but also for promoting wellbeing (Barnett et al., 2007; Posluns & Gall, 

2020; Rupert & Dorociak, 2019).  

Importance of Self-Care for Psychologists 

The value of self-care is even more salient for psychologists given its utility in buffering the 

inherent stress associated with psychological work (Rupert & Dorociak, 2019) and the impact that 
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heightened stress can have on the therapeutic alliance and client outcomes (Norcross & VandenBos, 

2018; Posluns & Gall, 2020). Effective engagement in self-care is arguably critical for the individual 

practitioner's wellbeing as well as for maintaining competence and optimal psychological practice 

(Barnett et al., 2007; Norcross & VandenBos, 2018; Wise & Reuman, 2019). The wellbeing and 

competence of the clinician could be considered to be part of their individual responsibility to their 

clients (Coleman et al., 2016). Psychologists who fail to consider their own needs and take steps to 

maintain their own wellbeing, are at risk of being unable provide necessary services or care to clients 

(Bamonti et al., 2014; Barnett et al., 2005; Miller et al., 2018). Consequently, the psychology profession 

has recognised the necessity of self-care for both the clinician and their clients (Callan et al., 2021; 

Posluns & Gall, 2020). It is not surprising then, that for ethical and clinical reasons, self-care is 

increasingly viewed as an imperative for psychologists (Barnett et al., 2007; Barnett et al., 2005; 

Norcross & VandenBos, 2018; Wise et al., 2012; Wise & Reuman, 2019).   

This imperative is advocated for in ethical codes of practice (Barnett et al., 2005; Norcross & 

VandenBos, 2018; Wise et al., 2012; Wise & Reuman, 2019). For example, the APS Code of Ethics and 

the New Zealand Code of Ethics for Psychologists both refer to competence as a core principle necessary 

for psychologists to engage in responsible caring and ethical practice (Australian Psychological Society, 

2007; Dattilio, 2015; The New Zealand Psychological Society, 2002; Wise et al., 2012). More specifically, 

both codes highlight the importance of psychologists being aware of and taking steps to ensure they 

avoid impairment and maintain their ability to provide safe, effective psychological service to their 

clients (Australian Psychological Society, 2007; The New Zealand Psychological Society, 2002). Further, 

the codes reference psychologists' obligation to ensure their own experiences, attitudes, stresses as well 

as their physical and mental health do not impact their work with clients (Australian Psychological 

Society, 2007; The New Zealand Psychological Society, 2002). Although not explicitly referring to self-

care, self-care practices are commonly referenced to be the primary professional development action to 



 26 

meet these principles and prevent negative outcomes (Bamonti et al., 2014; Wise et al., 2012; Wise & 

Reuman, 2019). 

Thus, the competent practice of psychologists’ hinges on them caring for their own wellbeing 

and ensuring they take proactive steps to avoid impairment (Posluns & Gall, 2020). Without attending to 

their own needs first and ensuring their own wellbeing, psychologists are not able to provide effective 

care or prevent harm to their clients (Callan et al., 2021; Norcross & VandenBos, 2018; Wise et al., 

2012). In this way, self-care is a core preventative practice that all psychologists need to engage in on an 

ongoing basis to ensure their optimal functioning both professionally and personally (Barnett et al., 

2005; Posluns & Gall, 2020; Rupert et al., 2015; Wise & Barnett, 2016; Wise et al., 2012).  

Psychologists’ Engagement in Self-Care 

Despite the importance of self-care, and even their ethical imperative for engaging in it, helping 

professionals have been found to be poor at looking after their own needs (Norcross & VandenBos, 

2018). Miller et al. (2019) found that American social workers engaged only moderately in both 

profession and personal self-care. A similar study investigating self-care in Polish social workers also 

found only moderate engagement in self-care practices (Miller et al., 2021). A review by Dattilio (2015) 

found that across the literature, mental health professionals tend to have chronic neglect for their own 

wellbeing. The very nature of psychologists' roles and psychologists' natural tendency to attend first and 

foremost to the emotions and needs of others, places them at heightened risk for neglecting their own 

emotional state and requirements in favour of others (Barnett et al., 2007; Dattilio, 2015; Posluns & Gall, 

2020).  

The current literature base indicates that despite mental health professionals spending the 

majority of their career promoting wellness and equipping clients with tools for effective self-care, they 

often do not follow their same advice (Coleman et al., 2016; Dattilio, 2015). This likelihood for neglect is 

particularly concerning given the importance of self-care not only for psychologists' wellbeing but for 
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ensuring competent psychological practice (Barnett et al., 2007; Barnett et al., 2005; Wise & Barnett, 

2016; Wise et al., 2012; Wise & Reuman, 2019). By neglecting their own self-care needs, psychologists 

ironically run the risk of harming the very people they place above their own needs - their clients. It has 

long been known within helping professions that care of self and care of others are not independent; 

rather, to ensure optimal functioning and reduce the risk of negative stress outcomes it is crucial for 

psychologists to maintain a sustainable balance between caring for clients and looking after themselves 

(Wise et al., 2012). 

Psychologists are just as at risk, if not more so than most, to the impacts of life's stressors and 

pressures given the nature of their daily lives (Dattilio, 2015). Given the tendency to place others above 

themselves, psychologists can be poor at recognising signs of distress or their own needs and may even 

have blind spots when it comes to focusing on their own wellbeing (Barnett et al., 2007). Further, even 

when they do recognise signs of stress, psychologists may ignore or minimise their importance so as to 

not appear vulnerable or incompetent in fulfilling their roles (Barnett et al., 2007). However, this lack of 

action in the face of stress is the very thing that can result in stress progressing to burnout and 

professional impairment (Barnett et al., 2007). Concerningly, prior research found that nearly 60% of 

psychologists admitted to working when impaired and unable to provide effective quality of care (Pope 

et al., 1987). A further study similarly found that 59% of American psychologists admitted not seeking 

psychological treatment despite knowledge that they needed help (Bearse et al., 2013). 

Given the substantial risks associated with neglecting self-care, alongside psychologists' 

knowledge of self-care’s value, it is perplexing that psychologists are often reluctant when it comes to 

addressing their own needs (Coleman et al., 2016). The research base suggests that mental health 

professionals have similar reasons for avoiding treatment and acknowledging when they may need help 

as the rest of society, including their clients (Dattilio, 2015). Specific obstacles to help-seeking and self-

care for psychologists include social stigma, reluctance for self-disclosure, difficulties with anonymity in 
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the profession, concern of consequences of admitting they may be struggling as well as fear of being 

deemed impaired (Bearse et al., 2013; Dattilio, 2015; Norcross & VandenBos, 2018).  

A large barrier towards psychologists' engagement in self-care surrounds the notion that helping 

professionals may see themselves as less deserving of self-care than their clients (Coleman et al., 2016). 

The general nature and the day-to-day work life of psychologists leads to a natural tendency to extend 

care to others rather than towards themselves even when they may need it most (Coleman et al., 2016). 

Further, it can be difficult for psychologists to find psychological support within their community and be 

able to maintain privacy (Bearse et al., 2013; Norcross & VandenBos, 2018). These risks associated with 

neglecting self-care, along with psychologists’ chronic disregard for their own wellbeing (Dattilio, 2015), 

highlights the importance of exploring factors that could promote psychologists' effective engagement 

in self-care practices and decrease the risk of burnout. 

What is Self-Compassion? 

One such factor that has gained considerable attention recently is self-compassion. Self-

compassion has been independently linked to stress and burnout (Barnard & Curry, 2012; Finlay-Jones 

et al., 2015; Hashem & Zeinoun, 2020) as well as more recently to engagement in self-care practices 

within helping professionals (Miller et al., 2019; Sirois et al., 2015). In order to more easily understand 

self-compassion as a concept, it is beneficial to explore the widely recognised concept of compassion. 

Compassion involves having an awareness of others' pain and being moved by, and sensitive towards, 

the suffering of others (Neff, 2003a). It involves treating others in a kind, caring and non-judgmental 

manner during times of distress (Goetz et al., 2010; Neff, 2003a) and having a desire to help alleviate the 

pain of others (Goetz et al., 2010; Macbeth & Gumley, 2012; Neff, 2003a; Neff & Dahm, 2015). Self-

compassion then involves turning that compassion for others inwards and extending it towards oneself 

in times of suffering (Gilbert, 2014; Neff, 2003b) . Being self-compassionate involves treating the self 
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with the same kindness, empathy and care that an individual would show a close friend in need  (Neff, 

2003b; Terry & Leary, 2011).  

Originally derived from Buddhist philosophy, self-compassion was first operationalised for use 

within western psychology by Neff (2003b) as a healthy way of self-relating during times of suffering or 

distress whereby individuals attempt to mitigate their suffering in an empathetic, caring and non-

judgmental manner. Self-compassion involves an individual’s awareness of their suffering and the 

motivation to act to mitigate that suffering (Neff, 2016, 2023b). Neff's (2003b) construct of self-

compassion is proposed to involve three interrelated components: self-kindness compared to self-

judgement, common humanity compared to isolation, and mindfulness compared to over-identification. 

The components of self-compassion (and thus, the construct of self-compassion itself) are thought to 

enhance an individual's resilience to personal stressors and suffering (Neff, 2003b). 

Self-Kindness versus Self-Judgement 

The first component of self-compassion focuses on how one responds to their own suffering or 

failure, either with self-kindness and understanding or with self-criticism and judgement (Neff, 2023b). 

Responding with self-kindness involves the ability to take a caring and understanding perspective in 

response to one's own suffering (Neff, 2003b). Individuals who exhibit self-kindness offer themselves 

comfort in the form of unconditional acceptance, warmth and empathy without engaging in judgement 

or blame for their current circumstances (Barnard & Curry, 2012; Nelson et al., 2018). Self-judgement on 

the other hand involves individuals taking a harsh, self-critical and judgemental attitude towards oneself 

during times of distress or failure. Self-judgement can result in individuals placing blame on themselves 

for their suffering and having less motivation to alleviate their pain (Neff, 2003b). Importantly, self-

kindness is not merely the absence of self-criticism; it involves genuine concern for one's suffering along 

with a sincere wish to reduce this suffering (Neff, 2023b).  
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Common Humanity versus Isolation 

Common humanity as opposed to isolation involves how an individual perceives their situation, 

as being part of the wider human experience or as a unique, isolating circumstance. By perceiving one’s 

experience as part of the wider experience, one acknowledges that everyone experiences suffering and 

failure, as we are all human (Neff, 2003b; Nelson et al., 2018). Further, an individual experience of 

suffering is considered a moment of suffering that another member of humanity has experienced at one 

time (Neff, 2003b; Nelson et al., 2018); we are all interlinked, and our experiences are shared. The 

shared nature of humanity creates a sense of unity which enables individuals to view their 

circumstances as part of a common human experience, to see their pain or inadequacies as part of a 

shared human condition rather than an individual flaw or weakness (Neff, 2023b). Viewing suffering as a 

shared human experience is critical for being able to be open to and accepting of one's own experience 

in times of suffering. Contrastingly, when an individual perceives their circumstances as an isolating 

experience, they irrationally view any failures or negative events as unique, personal experiences (Neff, 

2003b). Isolation leads individuals to false beliefs that they are the only one to experience failure or 

suffering and that they are alone in their distress. Viewing suffering as an isolating experience can result 

in an exacerbation of the suffering experience (Neff, 2023b). 

Mindfulness versus Over-Identification 

The third, and most vital, aspect of self-compassion involves the attention one gives to painful 

experiences. This attention can occur on a continuum ranging from mindful to overly identified 

attention. (Neff, 2023b). Mindfulness in the context of self-compassion refers to having an awareness 

and acceptance of one's own feelings in response to the personal suffering experience without over-

identifying with or attaching judgement to them (Neff, 2003b). It involves being able to sit with one’s 

thoughts and feelings related to their suffering experience, simply observing and acknowledging them 

for what they are (e.g. emotions and cognitions) rather than focusing on the specific content of one’s 
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thoughts and feelings or reacting to them (Germer & Neff, 2019; Neff, 2023b). This balanced awareness 

enables individuals the time and ability to candidly engage with their experience, and see the reality of 

the situation, by not trying to hide from their feelings or control their suffering experience, despite how 

unsettling it may be (Germer & Neff, 2019; Neff, 2023b). This enables individuals to see failures or 

inadequacies as a moment in time and be able to acknowledge their associated feelings while not 

ruminating in feelings of defeat or imperfection. Comparatively, individuals who over-identify with 

feelings tend to narrowly focus their attention and often magnify failures and inadequacies which leads 

to an intensification of the suffering experience. Over-identification prevents an individual from 

developing a balanced view of their experience, a perspective which is vital for engaging in self-care and 

compassion towards the self (Neff, 2023b). 

Self-compassion and its components form a continuum that ranges from compassionate (self-

kindness, common humanity, and mindfulness) through to uncompassionate (self-judgement, isolation, 

and overidentification) responses to one’s own suffering (Neff, 2016, 2023a). Consequently, individuals 

can relate to themselves in varying degrees depending on how they fall on the continuum for each 

component. A greater self-compassionate response involves the existence of one component and the 

absence of the other for all three components (Neff, 2016). For example, a self-compassionate 

individual would be high on self-kindness and comparatively low on self-judgement, high on common 

humanity and comparatively low on isolation, as well as high on mindfulness and comparatively low on 

over-identification.  

Despite each aspect of self-compassion being distinct concepts, they are interlinked and interact 

with one another to contribute to the development of an overall self-compassionate mindset (Neff et 

al., 2021). For example, having greater mindful awareness helps to increase acceptance and reduce self-

judgement. A reduction in self-judgement is linked to increases in self-kindness which reduces the 

impact of negative experiences on the self, thus enabling engagement in mindful awareness of one’s 
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emotions and thoughts more easily (Neff, 2023a; Neff et al., 2021). Further, by viewing negative 

experiences and failures as shared, common experiences of humanity, one can relate to oneself with 

less blame and self-judgement. And relatedly, lowered self-judgement can help to reduce feelings of 

solitude and uniqueness of experience.  

Self-Compassion and Mindfulness 

It is important to distinguish between general mindfulness, mindfulness with respect to self-

compassion and mindfulness as a self-care practice. Mindfulness involves deliberate awareness of the 

present moment and accepting any thoughts or experiences that come into consciousness without any 

judgement or reaction (Shapiro & Fitch, 2023). Mindfulness enables an individual to just sit in the 

present moment, gaining clarity to facilitate an unbiased perception of reality that allows an individual 

to respond to experiences in a balanced manner (Neff, 2023a). This concept of general mindfulness can 

be practised in relation to all experiences in life, both positive and negative; while mindfulness within 

self-compassion has a narrower scope and is specific to self-relation in times of suffering (Neff, 2023a; 

Neff & Dahm, 2015). It is used uniquely to assist an individual to maintain a balanced mindset in the face 

of personal suffering, in order to respond to oneself with necessary emotional support to alleviate that 

suffering. Further, mindfulness within self-compassion focuses on awareness of personal suffering (Neff, 

2023a) and it is interlinked with, and unable to be separated from, community humanity and self-

kindness (Germer & Neff, 2013). Mindfulness in the context of self-care, on the other hand, is distinct 

with regards to the intention behind it. Mindfulness as a self-care behaviour requires intentional and 

purposeful engagement, at specific times, with the aim of promoting holistic wellbeing and mitigating 

stress (Neff, 2023a) rather than solely with regards to suffering. In this way, mindfulness in the context 

of self-care has a narrower focus than mindfulness generally but a broader focus than mindfulness 

within self-compassion (Germer & Neff, 2013).  
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Benefits of Self-Compassion  

Although a relatively new concept, interest in self-compassion has been growing given its links 

to many positive wellbeing outcomes. Interest and relevance for investigating self-compassion has also 

increased recently due to its utility, in that it can be taught or increased through training and 

psychological interventions (Ferrari et al., 2019; Germer & Neff, 2013; Gilbert, 2014; Neff, 2023a). Self-

compassion has been purported to be a valuable intrapersonal resource that can protect against stress 

and enhance an individual's holistic wellbeing  (Allen & Leary, 2010; Ferrari et al., 2019; Tiwari et al., 

2020). Self-compassion has been positively associated with emotional regulation (Leary et al., 2007), 

coping and overall resilience (Kotera, Cockerill, et al., 2021; Kotera, Tsuda-McCaie, et al., 2021; Terry & 

Leary, 2011; Tiwari et al., 2020) as well as resilience in the face of illness  (Sirois et al., 2015). It has been 

negatively associated with rumination (Hashem & Zeinoun, 2020; Neff & Vonk, 2009), avoidance 

(Krieger et al., 2013) and negative affect (Leary et al., 2007). Further, self-compassion has been widely 

linked to decreased psychopathology (Krieger et al., 2016; Macbeth & Gumley, 2012; Neff & Dahm, 

2015), stress (Beaumont et al., 2016; Finlay-Jones et al., 2015; Raes, 2010) and self-criticism (Neff, 

2003b). It has also been positively associated with increased happiness (Neff & Germer, 2013), life 

satisfaction (Barnard & Curry, 2012; Zessin et al., 2015), positive affect (Neff & Vonk, 2009), self-

acceptance (Neff, 2003b), overall wellbeing (Beaumont et al., 2016; Neff & Vonk, 2009; Zessin et al., 

2015) and competence in delivering compassionate care (Kemper et al., 2020).  

Self-Compassion and Health Promoting Behaviours 

More recently, self-compassion has been highlighted as an important factor linked with 

engagement in health promoting behaviours generally (Bluth & Neff, 2018; Dunne et al., 2018; Sirois et 

al., 2015; Terry & Leary, 2011) and self-care practices specifically (Miller et al., 2019; Mills et al., 2018; 

Patsiopoulos & Buchanan, 2011). Self-compassion has been linked to greater medical adherence in 

individuals with diabetes (Ferrari et al., 2017; Friis et al., 2016), cancer (Sirois & Hirsch, 2019), chronic 
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fatigue (Sirois & Hirsch, 2019) and HIV (Brion et al., 2014). It has also been linked to improvements in 

disordered eating (Ferreira et al., 2013) and eating regulation (Guertin et al., 2020) as well as reduced 

shame and binge-eating (Duarte et al., 2021) among individuals with eating disorders.  

Further, self-compassion has been linked with improvements in physical health and exercise 

behaviours (Sirois et al., 2015; Terry & Leary, 2011). Specifically, self-compassion has been positively 

linked to improved engagement in goal-directed health behaviour and health monitoring (Biber & Ellis, 

2019). A prior meta-analysis by Sirois et al. (2015) found higher self-compassion to be linked to 

increased frequency of engagement in health promoting behaviours of exercise, sleep, healthy eating 

and stress management. Indicating the significance of self-compassion for improving individual 

engagement in key health behaviours. However, the majority of research has focused on the role of self-

compassion in improving engagement in specific, unique health behaviours such as healthy eating or 

medical adherence in the context of illness (Ferrari et al., 2017; Friis et al., 2016; Sirois et al., 2015).  

Limited research has investigated the role of self-compassion more explicitly in promoting 

engagement in more general, holistic health behaviours such as self-care within helping professionals. 

Patsiopoulos and Buchanan (2011) qualitative study investigated self-compassion’s link with health 

behaviours, including self-care practices more generally. They found that Canadian counsellors 

perceived self-compassion to be associated with a greater motivation to improve one's wellbeing and 

engage in behaviours or take steps to promote one's health. One counsellor specifically described self-

compassion as “an attitude or a perspective that you shift within yourself, which can translate into self-

care actions” (Patsiopoulos & Buchanan, 2011, p. 305), highlighting the positive connection between 

self-compassion and self-care. 

Only two recent studies have focused more specifically on directly investigating the link 

between self-compassion and self-care behaviours. A study by Mills et al. (2018) found preliminary 

evidence for a positive relationship between self-compassion and self-care ability in a sample of 
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Australian palliative care doctors and nurses (r=.412, p=<.001). Similarly, Miller et al. (2019) found that 

greater self-compassion was linked to greater engagement in both personal and professional self-care 

practices in American social workers. Specifically, they found that self-compassion was the strongest 

predictor of social workers' engagement in self-care, with self-compassion uniquely explaining 19.5% 

and 16.9% of the variance in social workers' engagement in personal and professional self-care 

respectively. Despite the scarce literature base, these findings highlight the potential utility that self-

compassion may have in improving self-care engagement for helping professionals. Additional research 

is needed to contribute to the limited literature as well as investigate whether this relationship holds 

across populations and contexts. 

Self-Compassion and Burnout 

Interestingly, self-compassion has also been independently linked to stress and burnout in 

several helping professions. Higher self-compassion has been found to be associated with reduced 

burnout in United States clergy (Barnard & Curry, 2012) and medical healthcare professionals including 

physicians, nurses, medical residents, student midwives and paediatric residents (Abdollahi et al., 2020; 

Beaumont et al., 2016; Dev et al., 2020; Dev et al., 2018; Hashem & Zeinoun, 2020; Kemper et al., 2020). 

A recent cross-sectional and longitudinal study found that self-compassion was associated with lower 

burnout and predicted reduced stress over time in a sample of paediatric residents (Kemper et al., 

2020). Further, an intervention study by Eriksson et al. (2018) found that self-compassion training 

resulted in greater levels of self-compassion and consequently lower perceived stress and burnout 

among psychologists. Consequently, increased self-compassion could also be a protective factor for 

helping professionals against the development of chronic stress outcomes such as burnout.  

Self-compassion has been linked with promoting general stress resilience among helping 

professionals (Finlay-Jones et al., 2015; Kemper et al., 2020; Neff, 2003b, 2023b). Studies have shown 

that individuals who have greater self-compassion have a lower likelihood of responding strongly to 
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negative events and stressors (Neff, 2003b; Neff et al., 2007; Terry & Leary, 2011). Finlay-Jones et al. 

(2015) explored self-compassions link with stress in a sample of Australian psychologists. They found 

that greater self-compassion was associated with decreased stress symptoms in this population. Of 

note, self-compassion has been found to reduce the link between burnout and lower quality of patient 

care in medical professionals (Tawfik et al., 2019). Therefore, self-compassion may offer additional 

benefits beyond enhancing self-care and reducing burnout by not only being protective for helping 

professionals but also for their clients (Pavlova & Consedine, 2023).   

Self-Compassion and Self-Care  

The explicit link between self-compassion and self-care has not been thoroughly investigated. To 

date, one of the only studies that has specifically investigated a link between self-compassion and self-

care reported that self-compassion may improve helping professionals’ engagement in self-care 

practices (Miller et al., 2019). Despite this limited research base, there is arguably instinctive theoretical 

links between the two concepts. Both self-compassion and self-care involve increased awareness and 

motivation or an action to promote one’s own wellbeing. Effective self-care involves having awareness 

of one’s own needs (Collins, 2005; Richards et al., 2010) and taking active steps to pursue resources that 

will promote holistic wellbeing (Colman et al., 2016; Posluns & Gall, 2020; Rupert & Dorociak, 2019). 

Similarly, self-compassion, by its very nature, aims to increase an individual's ability to recognise, 

appreciate, and be aware of one’s own suffering, as well as an active motivation and genuine desire to 

alleviate this suffering (Norcross & VandenBos, 2018; Pavlova & Consedine, 2023). 

Given the similarities between these constructs, one could argue that being more self-

compassionate is linked to greater engagement in self-care. Specifically, the action or motivation to 

alleviate the suffering component of self-compassion could promote engagement in self-care practices 

(Neff, 2023a). This can be seen in research that has investigated behaviours that appear generally to fall 

under the umbrella of self-care behaviours. Specifically, individuals with greater self-compassion are 
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more likely to act and engage in positive health management behaviours for personal wellbeing (Homan 

& Sirois, 2017; Sirois et al., 2015), enjoyable activities for fun or stress relief (Neff, 2023a) as well as self-

improvement behaviours for ensuring competence (Gunnell et al., 2017) and personal growth (Neff, 

2023a). 

Within the context of psychologists, it is possible that self-compassion may further aid self-care 

behaviours by influencing the barriers to self-care engagement prominent in this population. The lack of 

self-care within psychologists, as well as the general population, has been documented to be associated 

with factors such as the perception of self-care for the therapist as selfish, a lack of awareness to 

psychologists own self-care needs, stigma associated with therapists help seeking, feelings of 

embarrassment at needing external support as well as fear of failure or being deemed incompetent 

(Dattilio, 2015; Norcross & VandenBos, 2018; Smith & Moss, 2009). Self-compassion may be especially 

crucial for helping professionals who are commonly acknowledged to prioritise the care of others over 

care of oneself  (Norcross & VandenBos, 2018). Individuals with greater self-compassion are more likely 

to perceive struggles or stress as part of the wider human experience (common humanity), they are less 

likely to be self-critical when faced with their own shortcomings or support needs (self-kindness), and 

they are more likely to maintain self-awareness of their own needs and actions or inactions 

(mindfulness). In this way, self-compassionate psychologists may be more likely to notice when they are 

struggling (Colman et al., 2016; Pakenham, 2017), be more accepting of reaching out and asking for 

help, more able to take time to care for themselves without feeling selfish or guilty (Norcross & 

VandenBos, 2018), and be kinder to themselves in instances where they may not achieve their self-care 

goals. Self-compassion may not only motivate individuals to engage in self-care strategies but it may also 

help to remove barriers to self-care engagement by enabling individuals to view themselves as worthy of 

personal investment and care despite setbacks, negative connotations, difficulties, or fear of stigma 

(Neff, 2023a; Neff & Pommier, 2013). 
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It is also important to note that despite these similarities and intuitive link, self-compassion and 

self-care do in fact represent distinct constructs and warrant independent investigation. Although both 

are inherently positive practices, self-care is an external practice that one must find the time and energy 

to engage in (Pavlova & Consedine, 2023). Self-compassion on the other hand is an internal way of self-

relating in times of suffering (Neff, 2003b) that may not require the same commitment (Neff et al., 2020; 

Pavlova & Consedine, 2023). Further, the purpose of, and types of activities within self-compassion and 

self-care differ. Self-compassion relates specifically to personal suffering and actions engaged in focus 

solely on alleviating that suffering (Neff, 2023a; Pavlova & Consedine, 2023). Self-care, on the other 

hand, is both more general and specific; it commonly relates to engaging in a wide variety of practices 

thought to improve one's overall wellbeing, yet it can also refer to specific health behaviours such as in 

the context of health management (Dorociak, Rupert, & Zahniser, 2017; Sirois et al., 2015). 

Summary 

Overall, the literature provides support for the role that self-compassion may play in 

ameliorating the negative consequences of stress and enhancing engagement in self-care. However, 

additional research is needed to investigate these relationships and findings, as to date the relationship 

between self-compassion, self-care and burnout collectively has yet to be examined. There have only 

been two studies to date that directly examine the relationship between self-compassion and self-care 

specifically. This dearth of literature provides a growing need to further address these limitations and 

add to this body of literature in additional populations. Given the vast benefits of self-care and the need 

to encourage engagement in these practices, it is of importance to replicate the original study by Miller 

et al. (2019) to determine whether the same relationships are found within additional populations.  

A key population of interest is psychologists, as the literature indicates that their engagement in 

self-care practices may be limited. This poses concern given the aforementioned negative consequences 

of lack of self-care for both psychologists and their clients. Given the risk of burnout in this population, 
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the ethical imperative for self-care and the tendency of psychologists to put others' needs before their 

own (Barnett et al., 2007; Finlay-Jones et al., 2015; McCormack et al., 2018), there is surprisingly limited 

research investigating self-care engagement in this population and none focusing on factors that may 

improve self-care engagement. Further, general research on the incidence of burnout and level of 

engagement in self-care practices in New Zealand and Australian psychologists is particularly sparse (Di 

Benedetto & Swadling, 2014). The majority of burnout literature focuses on those professionals in 

general business professions or specific medical professions such as doctors, nurses and psychiatrists 

(Kumar et al., 2011; Milfont et al., 2008; O’Connor et al., 2018; Simionato & Simpson, 2018). 

This study will contribute to this limited literature base and provide unique findings not only for 

psychologists but those specifically in a New Zealand and Australian context. The findings could have 

important implications for the Australasian psychology profession as a whole and for individual 

psychologists in terms of ways to reduce negative stress outcomes and influence self-care engagement. 

Further, this study could inform future research directions within the literature to incorporate new ways 

of thinking about burnout prevention. 

Aims 

The study will explore the relationships between self-compassion, self-care and burnout in New 

Zealand and Australian psychologists. Specifically, it will investigate whether self-compassion may be a 

factor by which psychologists’ engagement in self-care practices can be increased. A further aim of this 

study will be to explore the relationship that both self-care and self-compassion have independently 

with burnout. A core aim of this study will be to examine whether self-compassion may strengthen 

(moderate) the relationship between self-care practices and incidence of burnout in New Zealand and 

Australian psychologists.    
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Hypotheses  

1. There will be a positive relationship between psychologists' level of self-compassion and their 

engagement in personal self-care. 

2. There will be a positive relationship between psychologists' level of self-compassion and their 

engagement in professional self-care. 

3. There will be a negative relationship between psychologists’ level of both self-care engagement 

and self-compassion and their level of burnout. 

4. Self-compassion will strengthen the association between self-care and burnout. In other words, 

it is expected that high scores of self-care would have a negative relationship with burnout, but 

this relationship would be stronger for those with high self-compassion. 
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Chapter 3: Methods 

Research Overview  

The survey designed for use in this research was cross-sectional and quantitative in nature. The 

primary participants for this study were New Zealand psychologists. Due to an initial difficulty in 

recruitment, the research was opened up to Australian psychologists in order to increase the sample 

size. Participants were emailed a link to complete the survey online. Participants needed to be 

registered with the New Zealand or Australian Psychologists Board and hold a current practicing 

certificate in order to be eligible to participate.  There were two versions of the survey for New Zealand 

(Appendix A) and Australian (Appendix B) participants; both surveys contained 59 items inclusive of 

items confirming participant eligibility and consent along with demographic items and three subscales 

measuring self-compassion, personal and professional self-care, as well as client-related, work-related 

and personal burnout. There were slight variations in demographic and screening variables for the New 

Zealand and Australian survey; for example, additional ethnicity choices for the Australian version (i.e. 

Aboriginal and Torres Strait Islander). The survey could be completed in approximately 15 minutes. 

Qualtrics survey software was used to collect and store participant responses on a secure Massey 

University computer server. The online survey could be accessed from 16 November 2022 to 16 May 

2024. 

Procedure 

Initially, non-probability purposive sampling was used to select the New Zealand Psychological 

Society (NZPS) and the New Zealand College of Clinical Psychologists (NZCCP) as contact organisations 

for participant selection. This was done to ensure that participants were registered psychologists; as 

National bodies, it was expected this would result in a representative sample of New Zealand 

Psychologists. In the first instance, the NZPS (Appendix C) and the NZCCP (Appendix D) were sent an 

email asking for assistance with advertising the study to their members which included an invitation to 
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participate. Both organisations chose to advertise the study to their members via their monthly 

organisation newsletter. Due to low response, the survey was opened up to Australian psychologists in 

an attempt to increase sample size. To target Australian psychologists, non-probability purposive 

sampling was used to select the Australian Psychological Society (APS) as a contact organisation for 

participant selection. The APS was sent an email asking for assistance with advertising the study within 

their organisation (Appendix E). Secondary recruitment occurred by advertising the research on the APS 

psychXchange website from 06 January 2024 – 20 April 2024 and across New Zealand via the NZCCP 

directly emailing their members an invitation to participate in the study on 23 April 2024. 

The invitation to participate contained a link to the survey (Appendix F) and outlined the nature 

and objective of the study including the inclusion criteria as well as the voluntary, anonymous nature of 

participation. Before commencing the survey, an information sheet was provided to participants. This 

detailed further information on the aims and purpose of the research, what participation would involve, 

including ethical considerations and the rights of participants, as well as the contact details of the 

researcher for further questions. 

Ethics and Informed Consent 

Massey University’s Human Ethics Committee: Southern A, Application 22/04 reviewed and 

approved this research project on the 03/07/22 (Appendix G). The core ethical considerations for this 

research focused on informed consent, confidentiality and the reduction of harm. Before commencing 

the survey, participants confirmed they had read and comprehended the information sheet and that 

they consented to engage in the research. Participants were informed that, if they chose to patriciate, 

they could choose to not answer any questions and due to the nature of the survey, all answers would 

be anonymous. They were also advised that they were under no obligation to engage in the research, 

but that by choosing to continue, their engagement in the survey implied consent.  
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Upon completing the survey, participants had the choice to continue on to a separate, secure 

window to provide their email and go in the draw to win a $50 voucher and/or receive a summary of the 

results. It was not expected that participation would cause distress; however, prior to completing the 

survey (and again at the end of the survey), participants were encouraged to talk to their supervisors or 

contact one of the provided support lines if they experienced any discomfort while completing the 

survey. 

Participant Characteristics 

To meet the inclusion criteria, participants had to be registered with either the New Zealand or 

Australian psychologists board and hold a current practicing certificate. Of the participants in the current 

study (n=197) 22 (11.2%) identified as male, 172 (87.3%) identified as female and 1 (0.5%) identified as 

non-binary. A further two participants did not disclose their gender identity. The age ranges in the 

current study were fairly evenly split with almost half aged 40 and below (47.7%) and just over half aged 

above 40 (51.9%). The majority of participants were aged between 36 - 40 years (17.8%), with a similar 

number of participants aged 46 – 50 years (16.8%). Only 4 participants (2%) indicated they were 

between 20 – 25 years. Over half of the sample indicated they identified as Pākehā/New Zealand 

European (66%), while only 7.1% identifying as Māori, 4.6% as Australian European, 4.1% as Asian, 2% as 

African, .5% as Pasifika and 15.7% as other ethnicity. Nearly half the sample worked in private (45.1%) 

settings and over a third worked in government/health funded (38.5%) settings, with only 6.6% working 

in non-government, 9.4% in in education, 13.2% in both government and private, 0.4% working in other 

settings.  

The majority of participants indicated that they worked more than 30 hours per week with 

19.3% working 31 – 35 hours per week, 36% working 36 – 40 hours per week and 16.2% working more 

than 40 hours per week. A further 28.4% worked 30 hours or less per week. Nearly a third of 

participants indicated they were fairly new to working in psychological practice, with 29.9% working 
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between 0 – 5 years in the field. The rest of the participants indicated they had worked between 6 – 10 

(22.3%), 11-15 (11.2%), 16 – 20 (12.2%) and more than 20 (24.4%) hours per week in psychological 

practice. The vast majority of participants worked as clinical psychologists (70.1%), with only 14.2% 

identifying as psychologists (general), 4.6% as trainee/intern psychologists, 6.1% as educational 

psychologists, and 2.5% as counselling psychologists or neuropsychologists. The full breakdown of 

participant characteristics can be seen in Table 1. 

 

Table 1 

Sociodemographic Characteristics of Participants 

Participant characteristics N Proportion (%) 

Gender    

 Male 22 11.2% 

 Female 172 87.3% 

 Non-binary 1 0.5% 

 Missing 2 1.0% 

Ethnicity    

 Pākehā/New Zealand European 130 66% 

 Māori 14 7.1% 

 Pasifika 1 0.5% 

 Asian 8 4.1% 

 African 4 2.0% 

 Australian European 9 4.6% 

 Other 31 15.7% 

Age    

 20 – 25 years 4 2.0% 

 26 – 30 years 28 14.2% 

 31 – 35 years 27 13.7% 

 36 – 40 years  35 17.8% 

 41 – 45 years 15 7.6% 

 46 – 50 years 33 16.8% 

 51 – 55 years 21 10.7% 

 56 – 60 years 12 6.1% 

 Greater than 60 years 21 10.7% 

 Missing 1 0.5% 

Scope of Practice    

 Psychologist 28 14.2% 
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Measures 

The primary constructs measured in this survey were self-compassion, personal and professional 

self-care, as well as client-related, work-related and personal burnout. In addition to these primary 

constructs, the survey also measured seven control variables. These variables consisted of age, gender, 

ethnicity, scope of practice, work setting, years working in psychological practice, and hours per week 

working in psychological practice. 

Of the control variables, ethnicity and work setting allowed for participants to select multiple 

responses based on which categories were relevant to them. To utilise the data in a meaningful way for 

future statistical analyses, both variables were recoded. Participants ethnicity was recoded in line with 

Participant characteristics  N Proportion (%) 

 Intern/Trainee Psychologist 9 4.6% 

 Counselling Psychologist 5 2.5% 

 Clinical Psychologist 138 70.1% 

 Neuropsychologist 5 2.5% 

 Educational Psychologist 12 6.1% 

Years in Psychological Practice    

 0 – 5 years 59 29.9% 

 6 – 10 years 44 22.3% 

 11 – 15 years 22 11.2% 

 16 – 20 years 24 12.2% 

 20+ years 48 24.4% 

Hours in Psychological Practice (H/W)     

 0 - 5 1 .5% 

 6 - 10 2 1.0% 

 11 - 15 5 2.5% 

 16 - 20 11 5.6% 

 21 - 25 14 7.1% 

 26 - 30 23 11.7% 

 31 - 35 38 19.3% 

 26 - 40 71 36% 

 40+ 32 16.2% 

Work Setting    

 Government/health funded  99 38.5% 

 Non-government 17 6.6% 

 Private 116 45.1% 

 Education 24 9.4% 

 Other 1 0.4% 
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‘prioritised ethnicity’ of responses (Statistics New Zealand, 2005). The level of prioritised ethnicity for 

this sample was as follows (from first to last priority): Māori, Pasifika, Asian, African, Other, Pākehā/New 

Zealand European, Australian European. For example, if a participant identified as both Māori and 

Pākehā/New Zealand European then their response was reclassified as Māori. Aboriginal/Torres Strait 

Islander, Middle Eastern and Latin American were not included for recoding purposes as no participants 

identified with these ethnicities in the dataset. Similarly, work setting was recoded into the following 

settings: government only, non-government only, private only, education, government and private, non-

government and private, other/multiple settings. 

Self-Compassion - Scale Short Form (SCS-SF) 

The Self-Compassion Scale - Short Form (SCS-SF; Raes et al., 2011) is a 12 item self-report 

measure which assesses how often individuals engage in compassionate or uncompassionate responses 

to self (Neff, 2003a). The SCS-SF is a reliable reduction from the 26 item, original self-compassion scale 

(SCS). There is very high correlation between both scales (r ≥ .97) (Raes et al., 2011). The SCS-SF consists 

of six subscales which measure the different dimensions that make up self-compassion according to Neff 

(2003a). These dimensions are self-kindness, mindfulness, common humanity and the reverse-scored 

dimensions of self-judgment, isolation, and over-identification. Participant responses are scored on a 

five-point Likert scale indicating the frequency in which they behave in the stated manner. Scores range 

from 1 = Almost Never to 5 = Almost Always. Items on three of the six dimensions are reverse scored; 

over-identification (1,9), isolation (4,8), and self-judgment (11,12).  When using the SCS-SF, due to there 

only being two items per scale and the lower reliability of individual subscale scores, it is recommended 

to only use a total global score of self-compassionate responding (Neff & Dahm, 2015; Raes et al., 2011). 

To calculate a global measure of self-compassion, the mean of each subscale is calculated and then used 

to calculate an overall mean (the average of the six subscale means) which can range 1-5. The SCS-SF has 

no clinical norms; as such, scores ranging from 1-2.5 indicate low self-compassion,  while 2.5-3.5 
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indicates moderate self-compassion and 3.5-5.0 indicates high self-compassion (Raes et al., 2011). The 

validity and reliability of the SCS-SF factor structure has been found to hold across a number of diverse 

cultures and populations including psychologists (Finlay-Jones et al., 2015; McCade et al., 2021). The 

internal consistency of the SCS-SF is high (Cronbach’s ɑ≥.86) as is the content, convergent, divergent and 

face validity of the scale (Neff, 2016; Raes et al., 2011). The Cronbach alpha coefficient in the current 

study was .88.  

Self-Care Practices Scale (SCPS) 

The Self-Care Practices Scale (SCPS; Lee et al., 2020) is a self-report scale incorporating 18 items 

that assesses the frequency in which an individual engages in professional and personal self-care 

behaviours. The SCPS was developed for use with social workers and other helping professionals (Lee et 

al., 2020). The SCPS is made up of two subscales; personal self-care (9 items) and professional self-care 

(9 items), consistent with the original framework proposed by Lee and Miller (2013). The personal self-

care subscale includes items that assess an individual’s engagement in physical activity, laughter and 

quality time with others. The professional self-care subscale includes items that assess an individual’s 

engagement in saying ‘no’ when necessary, work-related problem solving, as well as taking breaks and 

holidays. Participants respond on a five point Likert scale to indicate how often they engage in each self-

care behaviour (Lee et al., 2020). Scores range from 0=never to 4=very often. The SCPS generates three 

scores; a cumulative personal self-care score (0 - 36), a cumulative professional self-care score (0 - 36), 

and an overall score calculated by combining the individual’s personal and professional self-care scores 

(0 - 72) (Miller et al., 2018). The SCPS has good internal consistency (Full SCPS ɑ= .87, personal self-care 

subscale: ɑ= .81 and professional self-care subscale: ɑ= .78) (Lee et al., 2020). Confirmatory factor 

analyses found all factor loadings of the 18 item SCPS were statistically significant and supported the 

shorter model as an acceptable fit for professional and personal self-care factors (Lee et al., 2020). The 
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Cronbach alpha coefficient for the current study was .74 for professional self-care, .83 for personal self-

care, and .87 for total self-care. 

Copenhagen Burnout Inventory (CBI) 

The Copenhagen Burnout Inventory (CBI; Kristensen et al., 2005) is a 19-item questionnaire that 

measures burnout with three subscales: personal burnout (6-items), work-related burnout (7 items), 

and client-related burnout (6-items). The personal burnout subscale measures general physical and 

psychological exhaustion; the work-related burnout subscale measures psychological and physical 

exhaustion related to work; and the client related burnout subscale measures exhaustion directly 

related to client work (Kristensen et al., 2005). Participants respond to these items on a five-point scale 

ranging from 1=always to 5=never/almost never. Responses are then re-coded into the original labels of 

100 (always), 75, 50, 25 (never/almost never), where higher scores indicate greater burnout (Kristensen 

et al., 2005). A total score for each subscale is calculated by averaging scores for each question within 

that subscale. Researchers have also found evidence to support combining the three components into a 

global burnout measure including in a New Zealand study (Milfont et al., 2008). This global score is 

calculated by averaging all subscale scores (Di Benedetto & Swadling, 2014; McCade et al., 2021; Milfont 

et al., 2008). The CBI has high internal consistency with personal burnout ɑ= .87, work-related burnout 

ɑ= .87, and client-related burnout ɑ= .85 (Kristensen et al., 2005). The Cronbach alpha coefficient for the 

current study was .85 for personal burnout, .84 for work-related burnout, .89 for client-related burnout 

and .92 for overall burnout. The CBI has been found to have good predictive and concurrent validity 

(Kristensen et al., 2005). It has been used in a variety of populations and various countries including 

Australian psychologists (Di Benedetto & Swadling, 2014; McCade et al., 2021) and New Zealand 

Teachers (Milfont et al., 2008). Milfont et al. (2008) found the CBI to have good construct validity in their 

use with a New Zealand population. 

  



 49 

Data Analysis  

All analyses run in this research, except the power analysis, were conducted using Statistical Package for 

Social Sciences (SPSS) Version 29. G*Power version 3.1.9.7 was used to conduct the power analysis. SPSS 

was used for pre-screening to assess all assumptions of regression and moderation as well as to run 

three hierarchical regression models to provide evidence for hypothesis 1, 2 and 3. Specifically, the 

hierarchical regression models assessed self-compassion as a predictor or professional self-care (model 

1), self-compassion as a predictor of personal self-care (model 2) and self-care and self-compassion as 

predictors of burnout (model 3). A simple moderation model (model 1) was run to provide evidence for 

hypothesis 4 using Hayes (2022) PROCESS marco. Specifically, moderation analysis was used to assess 

self-compassion as a moderator of the relationship between self-care and burnout (model 4). Initial 

screen was used to determine significant covariates to include in each corresponding model. 

  



 50 

Chapter 4: Results 

Initial screening and exploration 

Power Analysis 

Prior to any analysis, G*Power (version 3.1.9.7; Faul et al., 2009) was utilised to determine the 

required sample size for a medium effect (f2 = .15; Cohen, 1992) in a regression model with 8 predictors. 

This ensured that possible covariates could be included. A total sample size of 109 participants was 

required when using an α of .05, and target power of .80. The sample size of this research (n = 197) 

exceeded the minimum requirement for sufficient power. 

Missing Data  

The total number of responses in the initial dataset consisted of 213 (New Zealand) and 11 

(Australian) participants. An initial screen of the data revealed that there were 17 (New Zealand) and 1 

(Australian) participant who did not complete any questions due to either not providing consent or not 

meeting eligibility criteria (currently registered and practicing). These were therefore removed from the 

dataset leaving 196 (New Zealand) and 10 (Australian) participants. Cases missing 50% or more of one or 

more entire scales and/or subscales were deemed to not be suitable for analysis and were therefore 

excluded for the dataset. Consequently, a further nine participants were removed resulting in a total of 

187 (New Zealand) and 10 (Australian) participants for SPSS Analysis. 

Missing data for the primary measure items ranged from 0% to 1.5%. Specifically, missing data 

for SCS-SF ranged from .5% to 1.0% across items. There was no missing data from professional self-care 

items. Missing data for personal self-care items was .5 on two subscales. Missing data for personal 

burnout was .5 on one subscale. Missing data on the work-related burnout subscale ranged from .5% to 

1.5% across items. Missing data on the client-related burnout subscale ranged from .5 – 1% across 

subscales. Missing data for demographic variables ranged from 0% - 1%, age had one missing data value 

at .5% while gender had two missing data values at 1%. Work setting and ethnicity variables allowed for 
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multiple response by participants, as such, to analyse missing data a multiple response set was created 

for each variable respectively. Both work setting and ethnicity contained no missing data. All other 

demographic variables had no missing data points. 

Despite the small amount of missing data, Little’s Missing Completely at Random (MCAR) was 

run to ensure that the missing data contained no systematic bias (Little, 1988). The MCAR result was 

non-significant (χ2 = 196.31, df = 171, p = 0.09), indicating no systematic bias and that the missing data 

was in fact random with no systematic bias. Due to only a small number of missing data points and that 

the missing data was completely random, it was deemed that the missing data would be of very little 

risk to analysis and consequently imputation methods would be comparable (Tabachnick, 2019). Given 

the nature of the data set, listwise deletion was not appropriate for the core scales. However, it was 

utilised for the significant demographic variables with missing data (age) in later analysis. For the core 

scales with missing data, the missing data points were replaced with the mean of the individual’s 

response for relevant scales and subscales. Using the mean for data imputation of missing scores is 

conservative and offers a best guess in the absence of additional information (Tabachnick, 2019). After 

imputing the data, correlation of both the imputed and non-imputed scales were compared to ensure 

that the mean substitution would not impact subsequent analysis. There were no significant differences 

between the imputed and non-imputed scales. Consequently, the imputed scales were used in further 

correlation and moderation analyses.  

Descriptive Statistics and Univariate Analyses  

Normality 

Normality of the data was first assessed via Shapiro-Wilk and then further via exploration of 

individual histograms. Initial analyses revealed that burnout (D (197) .099, p = .095), professional self-

care (D (197) .099, p = .23) and total self-care (D (197) .099, p = .289) were normally distributed. Results 

for self-compassion (D (197) .098, p = .01) and personal self-care (D (197) .098, p = .005) on the other 
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hand indicated possible non-normal distributions. Histograms and Normal Q-Q plots for self-compassion 

and personal self-care however, showed no major concerns with skewness or normality of the data, 

with both appearing approximately normal. 

Self-compassion and all self-care both showed slight negative skew and slight negative kurtosis, 

while burnout showed minor positive skew and negative kurtosis. All skewness and kurtosis statistics 

were below .5. Given the sample size (n = 197) the risk of non-normal distribution and the impact of 

skewness was deemed of minimal concern in line with the central limit theorem (Tabachnick, 2019). 

Regardless of a data sets distribution, the central limit theorem states that as sample sizes increase 

above n ≥30 the distribution of the data will increasingly resemble a normal distribution (Field, 2018; 

Tabachnick, 2019). Similarly, any potential negative impact of kurtosis is diminished in larger sample 

sizes (n > 100) (Tabachnick, 2019). Consequently, given the sample size of this research (n = 197), along 

with no concerns in the visual inspection of the histograms or normal Q – Q plots, meant there were no 

concerns with normality of the current data set.  

Univariate Outliers 

Initial screening for univariate outliers was conducted via visual inspection of boxplots and 

histograms as well as through assessing z-scores. Visual inspection indicated that one participant’s 

burnout score and one participant’s professional self-care score could be of possible concern. The two 

cases were examined to confirm there were no errors in the data and that the responses were true 

possible responses. Once it was confirmed there were no issues with the data entry, Z-scores were 

checked to determine if these scores should be investigated further. As per Tabachnick (2019), z-scores 

that were over 3.29 are considered to be of possible concern. All z-scores were less than 3.29 and as 

such, the participants scores were not deemed of concern and were included in the analysis. Given there 

was no concern of univariate outliers in the data, nor were there any major concerns with skew or 

normality of the data, no transformations were deemed necessary. Further, as there were no 
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differences between the imputed and non-imputed data, the imputed data set was utilised for all future 

analyses unless stated otherwise. 

Table 2 shows descriptive statistics and internal consistency of imputed data for the core 

variables (self-care, self-compassion, and burnout). The average level of total self-care for psychologists 

was 49.1, with scores of 25.2 and 23.8 for professional and personal self-care respectively. The mean 

level of self-compassion was 3.4 and the mean burnout level was 42.8, with a mean rating of 51.2, 46.0 

and 31.3 for personal burnout, work-related burnout and client-related burnout respectively. Based on 

Kristensen et al. (2005) guide that a 5-point difference between subscales indicates a significant 

difference, psychologists in this study scored significantly higher on personal burnout compared to 

work-related burnout and client-related burnout. Further, they scored significantly worse on work-

related burnout compared to client-related burnout. Consequently, New Zealand and Australian 

psychologists in this study engaged in self-care practices only moderately and were worse at engaging in 

personal self-care compared to professional self-care. Similarly, psychologists scored only moderately on 

self-compassion, indicating room for improvement for both self-care and self-compassion. New Zealand 

and Australian psychologists in this study scored moderately on burnout, with highest scores on 

personal and work-related burnout compared to client-related burnout. Within the sample, 67.5% met 

the criteria for low burnout, 26.4% met the criteria for moderate burnout and 3.0% met the criteria for 

high burnout. Overall, 29.5% of psychologists in this study met the criteria for burnout as per Kristensen 

et al. (2005).  

 

Table 2  

Core Variables Descriptive Statistics  

Variable N Minimum Maximum Mean SD 𝛂 

SCS‐SF Total 197 1.67 4.75 3.44 .68 .88 
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Variable N Minimum Maximum Mean SD 𝛂 

SCPS Total 197 21.00 72.00 49.06 9.90 .87 

Personal 

Self‐Care 

197 8.00 36.00 23.84 6.08 .83 

Professional 

Self‐Care 

197 10.00 36.00 25.22 4.83 .74 

CBI Total 

Burnout 

197 10.52 87.90 42.84 15.53 .92 

Personal 

Burnout 

197 12.50 95.83 51.24 17.37 .85 

Work 

Burnout 

197 10.71 92.86 45.98 16.75 .84 

Client 

Burnout 

197 .00 100.00 31.28 20.55 .89 

Note. Table displays the imputed data rounded to 2dp. 

N (listwise sample size) SD (standard deviation) and 𝛂 (Cronbach Alpha Coefficient) 

 

Bivariate Analyses and Data Screening 

In order to assess linearity and homoscedasticity within the data, bivariate scatterplots between 

the core variables were analysed. For all core variables (SC, BO, Prof-SC, Pers-SC and Total SC), a linear 

relationship was apparent, with a straight line able to be fitted for all relationships. When professional 

self-care or personal self-care was plotted on the y-axis and self-compassion was plotted on the x-axis, a 

moderate positive relationship was apparent. When burnout was plotted on the y-axis and self-care or 

self-compassion on the x-axis, a moderate negative relationship was apparent. The spread of the data 

for all variables appeared random with no evidence to indicate the presence of heteroscedasticity. 

Pearson’s product-moment correlation coefficients, showing the strength and direction of the 

relationships between the core variables, are represented in Table 3.  
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Correlations and significance of demographic variables were also assessed to determine their 

relevance for inclusion in further analyses; the results of which are represented in Table 4. Demographic 

variables were included in future regression and moderation analyses if they were found to have a 

significant relationship with the dependent variable for the corresponding analysis. Categorical 

demographic variables were either dichotomised or dummy coded as is a requirement for regression 

and moderation analysis (Tabachnick, 2019). Gender was dichotomised into male and female; the one 

participant who identified as non-binary was excluded from gender for further analysis given the 

requirement of dichotomisation along with a lack of any other participants within this category. Given 

the majority (70.6%) of the sample was European (either New Zealand European or Australian 

European) along with the low percentage of participants in some of the ethnicity categories, ethnicity 

was dichotomised into European or non-European. Similarly, given the majority of respondents were 

clinical psychologists (70.1%), scope of practice was dichotomised into clinical psychologist or non-

clinical psychologist.  

Table 3 

Correlations of Core Variables 

Variable SCS-SF CBI – BO Total SCPS - Total SCPS – PerSC SCPS – ProSC 

SCS-SF 1     

CBI – BO Total -.46** 1    

SCPS - Total .50** -.43** 1   

SCPS – 

Professional SC 

.41** -.36** .88** 1  

SCPS – Personal 

SC 

.49** -.43** .93** .64** 1 

Note.  SCPS – PerSC (Personal Self-Care), SCPS – ProSC (Professional Self-care) 
** p <.001 
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Similar to previous research on psychologists (Kercher & Gossage, 2024), work-setting was 

further dichotomised into Private Setting or Government/Health Funded setting as the number of 

responses in some categories was deemed too low for effective dummy coding. The decision was made 

to reduce and dummy code the variables of years spent working in psychological practice, hours per 

week spent working in psychological practice and age into three groups respectively. The groups were 

decided based on percentage split within the responses for each variable and guidance from prior 

research (Di Benedetto & Swadling, 2014; Kercher & Gossage, 2024). Years spent working in 

psychological practice was dummy coded into “less than 5 years” (29.9%), “6 – 15 years” (33.5%) and 

“more than 15 years” (36.6%). Hours per week spent working in psychological practice was dummy 

coded into “25 hours or less” (16.7%), “26 – 35 hours” (31%) and “more than 35 hours” (52.2%). 

Participants age was dummy coded into “35 years or less” (29.9%), “36 – 50 years” (42.2%) and “more 

than 50 years” (27.5%). As seen in Table 4, depending on analyses, the demographic variables that were 

significant were ethnicity, work setting, years spent working in psychological practice, hours spent 

working in psychological practice per week and participant age.  

 

Table 4 

Correlations of Covariates 

Covariate SCS-SF CBI – Total SCPS – Total SCPS – PerSC SCPS – ProSC 

Gender -.02 .08 -.08 -.07 -.08 

Scope -.12** .09 -.10 -.09 -.10 

Ethnicity .24** -.09 .15* .16* .10 

Work Setting -.13 .09 -.19** -.18* -.16* 

Prac Years .23** -.18* .11 .15* .04 

Age .31** -.27** .16* .17* .10 

Prac Hours -.07 .12 -.16* -.10 -.21** 
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Multivariate Analyses: Assumptions for Moderation & Regression 

For all models, the screening of multivariate data with regards to the assumptions of multiple 

regression was performed via a series of hierarchical multiple regressions. This was done as the 

PROCESS macro, which was utilised for moderation analyses, does not provide the required statistical 

output to enable assessment of the assumptions for moderation. These regressions enabled 

examination of the required residual plots and diagnostic data to confirm whether the required 

assumptions for regression and moderation had been met. 

Homoscedasticity & Linearity 

The scatterplot of standardised residuals versus standardised predicted values was inspected to 

assess linearity and homoscedasticity of the data. There were no concerns of uneven spread, and no 

systematic patterns were present in the data. The data was spread randomly between -3 and 3 on both 

axes, appearing roughly rectangularly distributed with concentrated scores around 0. Consequently, the 

data showed no concerns for meeting the assumptions for linearity and homoscedasticity/homogeneity 

of variance. 

Independence of Errors 

The Durbin-Watson test statistic assesses the assumption of the independence of errors. Scores 

close to 2 are deemed to indicate the independence of errors and scores below 1 and above 3 indicate a 

possible concern of autocorrelation (Field, 2018; Tabachnick, 2019). The Durbin-Watsons statistics for 

each model were as follows: Model 1 D = 1.97, Model 2 D = 1.84, Model 3 D = 2.09, Model 4 D = 2.10.  

Note. Prac Years (Years in psychological practice), Prac Hours (Hours per week spent working in 

psychological practice, SCPS – PerSC (Personal Self-Care), SCPS – ProSC (Professional Self-care) 

* p <.05. ** p <.01 
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As all values were approximately 2, there was no indication of autocorrelation and as such there was no 

violation of the assumption of independence of errors.  

Multicollinearity 

Tolerance and Variance Inflation Factors were investigated to determine the presence of 

multicollinearity. Tolerance scores below .1 and/or VIF scores above 10 are used as a guide to indicate 

the possibility of multicollinearity between the variables (Pallant, 2020). All variables had VIF or 

tolerance scores within the normal range and, consequently the data showed no issues of 

multicollinearity. With moderation models, the inclusion of an interaction term can lead to issues of 

multicollinearity between the interaction and the independent variables. In order to mitigate this, 

variables in the moderation analysis were centred as recommended by (Hayes, 2022).  

Outliers 

Firstly, standardised residuals and standardised predicted scatterplots were visually inspected to 

assess the presence of possible outliers. Scores of standardised residuals that were above 3 or below -3 

were deemed to be of possible concern. No scores for any model exceeded either of these cut-offs and 

as such no scores were considered outliers from the initial visual inspection. However, for model 2 (self-

compassion and personal self-care) two scores were identified as potential outliers given their positions 

on the plot and distance from other scores. Closer inspection of the two participants raw data indicated 

no concerns with responses or indication that these scores did not reflect genuine responses as such, 

the decision was made to not exclude these cases. To further assess the potential presence of outliers 

and consider the influence such scores may have, cut-off scores for Mahalanobis (using a conservative 

cut off of p < .001 for critical χ2), Cooks distance and leverage statistics were calculated for each model. 

Dummy variables were created for each statistic based on cut-off scores where 0 = not an outlier and 1 = 

an outlier for that particular statistic. If a case was considered an outlier across all three statistics, then 
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that case deemed to be a true possible outlier. No cases exceeded the cut-off points on all three scores, 

and as such no outliers were deemed to be present. 

Normality  

Histograms, p-p plots of standardised residuals as well as scatterplots of standardised residual 

compared to standardised predicted values were examined to assess the assumption of normality. 

Model 1 (self-compassion and professional self-care) and model 2 (self-compassion and personal self-

care) showed no concerns for normality with the histograms relatively normal and scores ranging 

between -3 to 3. The scatterplots also showed the majority of data spread randomly between -3 and 3 

on both axes, appearing roughly rectangularly distributed with concentrated scores around 0. Similarly, 

the residuals followed closely along a straight line on the p-p plot. As such, no concerns were present for 

normality of models 1 and 2.  

Model 3 (self-compassion, self-care and burnout) and model 4 (moderation) both showed slight 

positive skew in the histogram, although both histograms still appeared to follow a roughly normal 

distribution. The scatter plots for both model 3 and 4 showed no concerns with the data randomly 

distributed between -3 and 3 and scores concentrated around 0. The p-p plots for both showed some 

points further away from the line but all points still followed along a straight line. The slight positive 

skew seen in both histograms was not deemed a concern as regression analysis has been deemed robust 

against slight violations of normality (Field, 2018; Hayes, 2022). Further, the Central Limit Theorem (CLT) 

states that irrespective of a samples distribution, as sample size increases above n ≥ 30, all distributions 

will increasingly approach a normal distribution (Tabachnick, 2019; Williams et al., 2013). Given the 

sample size for this present study of n = 197, the slight positive skew was deemed to be a minor 

violation and was not a cause for concern. Subsequently, data transformations were not deemed 

necessary. 
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Hierarchical Regression Analyses 

Hierarchical multiple regression was conducted for each model investigating the ability of the 

independent variable (IV; self-compassion and/or self-care) to predict the dependent variable (DV; 

professional self-care, personal self-care, or burnout) in psychologists after controlling for the influence 

of relevant demographic factors. Preliminary analyses of the assumptions of multiple regression 

confirmed no violation of normality, linearity, multicollinearity or homoscedasticity of residuals.  

Model 1: Self-compassion and Professional Self-Care 

Model 1 investigated the ability of self-compassion to predict engagement in professional self-

care after controlling for the influence of work setting and hours spent working in psychological practice 

per week as seen in Table 5. Control variables of work setting and dummy coded hours spent working in 

psychological practice per week were entered at step 1. The initial model with demographics was 

significant with 5% of the variance in professional self-care being explained by the control variables, 

F(3,193) = 3.38, p = .02, R2  = .05. In model 1, when controlling for demographics, work setting was not a 

significant predictor of professional self-care (β = -.14, t(193) = -1.92, p .06, sr2 = -.02). Hours spent in 

psychological practice was a significant predictor of professional self-care but only for those who worked 

more than 35 hours per week compared to those who worked 25 or less hours (β = -.21, t(193) = -2.13, p 

.03, sr2 = -.02). When looking at those who worked 26 – 30 hours per week compared to those who 

worked 25 or less hours, this was not significant in predicting professional self-care engagement (β = -

.12, t(193) = -1.23, p .22, sr2 = -.01). As such, working more than 35 hours per week in psychological 

practice was found to individually explain 2% of the variance in professional self-care.  

Self-compassion was added in step 2 and the model with self-compassion was also significant, Δ 

F(1,192) = 35.85, p = <.001, Δ R2  = .15. Thus, the change in F and the change in R2 from the inclusion of 

self-compassion was significantly different. Adding self-compassion to the model explained an additional 

15% of the variance in professional self-care above and beyond the demographic variables. 
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Consequently, self-compassion was a significant predictor of professional self-care (β = .39, t(192) = 

5.99, p <.001, sr2 = .15). The findings for self-compassion indicate that as self-compassion increases by 

one unit, psychologists’ professional self-care increases by 2.79 units. The total variance in professional 

self-care explained by both demographics and self-compassion is 20%. 

 

 

Model 2: Self-Compassion and Personal Self-Care 

Model 2 investigated the ability of self-compassion to predict engagement in personal self-care after 

controlling for the influence of ethnicity, age, work setting, and years spent working in psychological 

practice as seen in Table 6. Dichotomous control variables of ethnicity and work setting, along with 

dummy coded control variables of age and years spent working in psychological practice, were entered 

Table 5 

Hierarchical Regression Analysis of Self-Compassion with Professional Self-Care 

 Coeff (B) Se (SE B) Beta () sr R2 Δ R2   

Step 1      .05 .05* 

(Constant) 28.73** 1.27     

Work setting -1.33 .69 -.14 -.14   

Hours (26 – 35) -1.26 1.03 -.12 -.09   

Hours (over 35) -2.05* .96 -.21* -.15   

Step 2     .20 .15** 

(Constant) 18.16 2.12     

Work setting -.88 .64 -.09 -.10   

Hours (26 – 35) -1.03 .95 -.10 -.08   

Hours (over 35) -1.70 .89 -.18 -.14   

Self-compassion 2.79** .47 .39** .41   

Note. sr is representative of semi partial correlation coefficient.  

*Correlations significant at the p < .005 level. ** Correlations significant at the p < .001 level. 
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at step 1. The initial model with demographics was significant with 9% of the variance in personal self-

care being explained by the control variables, F(6,189) = 3.07, p = .001, R2  = .09. In model 2, none of the 

control variables were significant predictors of personal self-care with all p > .05.  

Self-compassion was added in step 2 and the model with self-compassion was found to be 

significant, Δ F(1,188) = 48.05, p = <.001, Δ R2  = .19. Thus, the change in F and the change in R2 from the 

inclusion of self-compassion was significantly different. Adding self-compassion to the model explained 

an additional 19% of the variance in personal self-care above and beyond the demographic variables. 

Consequently, self-compassion was a significant predictor of personal self-care (β = .47, t(188) = 6.93, p 

<.001, sr2 = .19). The findings for self-compassion indicate that psychologists’ personal self-care 

increases by 4.19 units for every unit increase in self-compassion. The total variance in personal self-care 

explained by both demographics and self-compassion is 27%. 

 

Table 6 

Hierarchical Regression Analysis of Self-Compassion with Personal Self-Care 

 Coeff (B) Se (SE B) Beta () sr R2 Δ R2   

Step 1      .09 .09* 

(Constant) 22.61** 2.63     

Work setting -1.49 .90 -.12 -.12   

Ethnicity 1.73 .97 .13 .12   

Age (36 – 50) -1.09 1.18 -.09 -.06   

Age (over 50) 1.52 1.60 .11 .07   

Practice Years (6 – 15) .76 1.21 .06 .04   

Practice Years (over 15) .95 1.51 .08 .04   

Step 2     .27 .19** 

(Constant) 11.48** 2.85     

Work setting -1.36 .80 -.11 -.11   

Ethnicity .38 .89 .03 .03   
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Model 3: Self-Care and Self-Compassion and Burnout 

Model 3 investigated the ability of self-care and self-compassion to each predict burnout in 

psychologists after controlling for the influence of age and years spent working in psychological practice 

as seen in Table 7. Dummy coded control variables of age and years spent working in psychological 

practice were entered at step 1. The initial model with demographics was significant with 8% of the 

variance in burnout being explained by the control variables, F(4,191) = 4.26, p = <.01, R2  = .08.  

In model 3, when controlling for demographics, years spent working in psychological practice was not a 

significant predictor of burnout (β = .05, t(191) = .53, p .60 and β = .01, t(191) = .12, p .91). Age was a 

significant predictor of burnout but only for those aged greater than 50 compared to those who were 

aged 35 or less (β = -.33, t(191) = -2.83, p .005, sr2 = -.04). While those who were aged 36 – 50 compared 

to those who were aged 35 or less, hours was not significant in predicting burnout (β = -.12, t(191) = -

1.23, p .22, sr2 = -.01). As such, age greater than 50 was found to individually explain 4% of the variance 

in burnout. 

Self-care was added in step 2 and the model with self-care was also significant, Δ F(1,190) = 

37.49, p = <.001, Δ R2  = .15. Thus, the change in F and the change in R2 from the inclusion of self-care 

was significantly different. Adding self-care to the model explained an additional 15% of the variance in 

burnout above and beyond the demographic variables. Consequently, self-compassion was a significant 

 Coeff (B) Se (SE B) Beta () sr R2 Δ R2   

Age (36 – 50) -2.09 1.07 -.17 -.12   

Age (over 50) -.27 1.46 -.02 -.01   

Practice Years (6 – 15) .47 1.09 .04 .03   

Practice Years (over 15) .51 1.35 .04 .02   

Self-compassion 4.19** .60 .47** .43   

Note. sr is representative of semi partial correlation coefficient.  

*Correlations significant at the p < .005 level. ** Correlations significant at the p < .001 level. 
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predictor of burnout (β = -.40, t(190) = -6.12, p <.001, sr2 = .15). The findings for self-care indicate that 

for every one unit increase in self-care, psychologists’ burnout decreases by .62 units. The total variance 

in burnout explained by both demographics and self-care is 23%. Self-compassion was added in step 3 

and the model with self-compassion was also significant, Δ F(1,189) = 14.86, p = <.001, Δ R2  = .06. Thus, 

the change in F and the change in R2 from the inclusion of self-compassion was significantly different. 

Adding self-compassion to the model explained an additional 6% of the variance in burnout above and 

beyond the demographic variables and self-care. Consequently, self-compassion was a significant 

predictor of burnout (β = -.29, t(189) = -3.85, p <.001, sr2 = .06). The findings for self-compassion indicate 

that for every one unit increase in self-compassion, psychologists’ burnout decreases by 6.55 units. The 

total variance in professional self-care explained by both demographics and self-care is 29%. 

 

Table 7 

Hierarchical Regression Analysis of Self-Compassion and Self-care with Burnout 

 Coeff (B) Se (SE B) Beta () sr R2 Δ R2   

Step 1      .08 .08* 

(Constant) 46.91** 2.16     

Age (36 – 50) -3.70 3.00 -.12 -.09   

Age (over 50) -11.38* 4.02 -.33* -.20   

Practice Years (6 - 15) 1.58 2.98 .04 .04   

Practice Years (over - 15) .44 3.72 .01 .01   

Step 2     .23 .15** 

(Constant) 76.93** 5.29     

Age (36 – 50) -4.20 2.75 -.13 -.10   

Age (over 50) -8.91* 3.70 -.26* -.15   

Practice Years (6 - 15) 1.63 2.73 .05 .04   

Practice Years (over - 15) .59 3.41 .02 .01   

Self-care -.62** .10 -.40** -.39   
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Moderation analysis 

Model 4: Self-Compassion as a Moderator of Self-Care and Burnout  

The relationship between self-care, self-compassion and burnout was explored further using the 

simple moderation model (Model 1) found in Hayes (2022) PROCESS macro. Moderation explores the 

combined effect [or the interaction] of two or more independent variables on a specified dependent 

variable (Field, 2018).  Specifically, moderation refers to the situation where the relationship between 

an independent variable and the dependent variable changes as a function of the moderator variable 

(Field, 2018). As such, a variable is said to be a moderator if it can change the direction, size or strength 

of an association between a predictor and an outcome variable (Field, 2018; Hayes, 2022). Figure 1 

shows a simple conceptual representation of a moderation model. The diagram depicts a scenario 

where the effect of an independent variable (X) on a dependent variable (Y) is influenced by or is 

dependent on a third variable (W), where (W) is the moderator variable (Hayes, 2022). In the case of this 

research, the moderation analysis explored the relationship between self-care (X) and burnout (Y), in 

relation to the influence of self-compassion (W). 

 Coeff (B) Se (SE B) Beta () sr R2 Δ R2   

Step 3     .29 .06** 

(Constant) 87.47** 5.79     

Age (36 – 50) -2.17 2.71 -.07 -.05   

Age (over 50) -6.27 3.64 -.18 -.11   

Practice Years (6 - 15) 1.59 2.64 .05 .04   

Practice Years (over - 15) .75 3.29 .02 .01   

Self-care -.41** .11 -.26** -.23   

Self-compassion -6.55** 1.70 -.29** -.24   

Note. sr is representative of semi partial correlation coefficient.  

*Correlations significant at the p < .005 level. ** Correlations significant at the p < .001 level. 
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Figure 1 

Visual Depiction of a Simple Moderation Model 

 

 

 

 

 

 

Figure 2 shows the statistical diagram of moderation, where moderation involves the effect of 

the independent variable (X), the moderator (W) and the interaction (XW) of the two on the dependent 

variable (Y).  

Figure 2 

Visual Representation of a Statistical Moderation Model 

 

 

 

 

 

 

In the statistical moderation model, b1 refers to the relationship between X (self-care) and Y 

(burnout) when W (self-compassion) = 0; b2 refers to the relationship between W (self-compassion) and 

Y (burnout) when X (self-care) = 0; and b3 represents the interaction effect of X (self-care) and W (self-

compassion) on Y (burnout). Specifically, b3 estimates the change in Y (burnout) for cases that differ by a 

unit on X (self-care) as W (self-compassion) changes by a unit (Hayes, 2022). To enable meaningful 
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interpretation of the moderation output, Hayes (2022) recommends mean centring predictors within 

the model. By centring the values, a score of ‘zero’ on the predictor refers to the mean for that variable 

such that b1 and b2 will now represent the effect of one independent variable when the other 

independent variable is equal to the mean (zero). Further, given independent variables are highly 

correlated with the added interaction term in moderation models, mean centring is important to 

remove any concerns with multicollinearity within the model (Field, 2018; Hayes, 2022). Consequently, 

the moderation analysis in this study was mean centred. Simple slopes analyses were used to determine 

the nature of the moderation effect. Simple slopes provide a model of the independent and dependent 

variables at low, average and high levels of the moderators where low = 1 SD below the mean, average = 

mean, and high = 1 SD above the mean (Field, 2018). Johnsons-Neyman was also conducted and used to 

calculate the zone of significant to determine values at which the influence of the moderator on the 

relationship between X and Y was significant (Field, 2018). 

A moderation analysis was run to investigate self-compassion as a moderator of the relationship 

between self-care (independent variable) and burnout (dependent variable). The overall moderation 

model was significant; F(7,188) = 11.97, p < .001, R2 = .31, with 31% of the variance in burnout being 

explained by the moderation model along with covariates.  Table 8 displays the main effects of the 

moderation model. There was a significant main effect found between self-care and burnout (b = -.47, 

t(188) = -4.13, p < .001) indicating that as self-care engagement increases, burnout decreases. Self-

compassion was also found to have a significant main effect on burnout (b = -6.91, t(188) = -4.09, p < 

.001) indicating that as the level of self-compassion increases, burnout decreases. There was also found 

to be a significant interaction of self-compassion on self-care and burnout (b = -.32, t(188) = -2.29, p = 

.02). In order to interpret the effect of the interaction, simple slope analysis was conducted. The 

significance of the main effects for self-care, self-compassion and the interaction are further confirmed 

by none of the confidence intervals containing zero. None of the covariates were significant in the 
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moderation model with all models having p > .05, indicating that there was no significant main effect of 

either age or practice years on burnout. Adding the interaction to the model resulted in a significant 

change, F(7,188) = 5.24, p = .02, ΔR2 = .02. Consequently, the interaction term contributed to explaining 

2% of the variance in burnout. 

 

 

The results of the simple slopes analysis can be seen in Table 9. For individuals who reported 

higher than average self-compassion, there was a greater effect of self-care on burnout when compared 

to average or below average levels. For low self-compassion (1 SD below the mean) the effect was not 

significant (b = -.26, t(188) = -1.96, p > .05), indicating that for those low in self-compassion, self-care 

does not predict burnout. For average (mean) self-compassion the effect was significant (b = -.47, t(188) 

Table 8 

Linear Moderation Model of Predictors of Burnout 

 Coeff (B) Se (SE B) t P LLCI ULCI 

Constant 44.99 1.9 23.18 < .001 41.16 48.82 

Self-care (centered) -.47 .11 -4.13 < .001 -.70 -.25 

Self-compassion 

(centred) 

-6.91 1.69 -4.09 < .001 -10.24 -3.58 

Self-care x Self-

compassion 

-.32 .14 -2.29 .02 -.59 -.04 

Age DC2 -1.93 2.68 -.72 .47 -7.21 3.36 

Age DC3 -4.82 3.65 -1.32 .19 -12.03 2.38 

Prac Years DC2 2.12 2.62 .81 .42 -3.05 7.30 

Prac Years DC3 1.11 3.26 .34 .73 -5.32 7.54 

Note. Age DC2 (36 – 50 years old), Age DC3 (Over 50 years old), Prac Years DC2 (6 – 15 years in 

psychological practice), Prac Years DC3 (over 15 years in psychological practice).  LLCI (Lower Limit 

Confidence Interval) and ULCI (Upper Limit Confidence Interval). R2 = .31 
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= -4.13, p < .001) indicating that for average self-compassion, self-care is a negative predictor of 

burnout. Specifically, for those with mean levels of self-compassion, as self-care engagement increases, 

burnout decreases. For high self-compassion (1 SD above the mean) the effect was significant (b = -.69, 

t(188) = -4.19, p < .001) indicating that for high self-compassion, self-care negatively predicts burnout. 

Specifically, for those with high levels of self-compassion, as self-care engagement increases, burnout 

decreases. Overall, these findings indicate that as self-care increases in conjunction with higher self-

compassion, the impact of self-care on burnout is more negative. 

The strongest relationship (greatest effect size) is seen for individuals who have self-compassion 

levels 1 SD above the mean, where the negative impact of self-care on burnout is stronger. The effect 

size for simple slopes analysis indicates that for a specific level of W (self-compassion), for every unit 

increase on X (self-care) an individual’s score on Y (burnout) is impacted by this amount. Consequently, 

for high self-compassion (scores ≥ 4.12) every unit increase of self-care results in a .69 unit decrease in 

burnout levels. For individuals with average self-compassion (scores of 3.44) each unit increase of self-

care results in a .47 decrease in burnout levels. The moderating relationship of self-compassion on self-

care and burnout was not found to be significant for individuals with low self-compassion (scores ≤ 

2.76). This indicated that low scores on self-compassion does not have an impact, but once the scores 

reach the mean or above, there is a significant negative impact on burnout. As self-compassion and self-

care increase, they lead to an increased negative impact of burnout. Consequently, from these results 

self-compassion can be determined to be a significant moderator of the relationship between self-care 

and burnout in psychologists. 

 

Table 9 

Simple Slope Analyses for Moderation Model 

 Effect Se  t P LLCI ULCI 

Low Self-Compassion (-.68) -.26 .13 -1.96 .05 -.51 .00 
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Inspecting Johnson-Neyman for the zones of significance showed that at p = .05 significance 

level, the interaction between self-compassion and self-care on burnout becomes significant at .67 

below the mean and higher. For individuals scoring 2.77 on self-compassion and higher, the interaction 

between self-compassion and self-care on burnout is significant. Examination of the interaction plot 

(figure 3) shows that the association between self-care and burnout, becomes stronger as self-

compassion levels increase. When levels of self-compassion are low there is a non-significant, negative 

relationship between self-care and burnout. At average (mean) levels of self-compassion, there is a 

significant negative relationship between self-care and burnout. The negative relationship between self-

care and burnout becomes even stronger at high levels of self-compassion.  

Figure 3 

Interaction Plot of Self-compassion’s Influence on the Relationship Between Self-Care and Burnout 

  

 Effect Se  t P LLCI ULCI 

Average Self-Compassion (0) -.47 .11 -4.13 < .001 -.70 -.25 

High Self-Compassion (.68) -.69 .16 -4.19 < .001 -1.01 -.36 

Note. -.68 is 1 SD below the mean, 0 is the centred mean and .68 is 1 SD above the mean. LLCI refers 

to Lower Limit Confidence Interval and ULCI refers to Upper Limit Confidence Interval. 
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Chapter 5: Discussion 

The aim of this study was to explore the relationship between self-compassion and self-care 

practices within New Zealand and Australian psychologists (n = 197). A further aim of this research was 

to investigate the link between self-compassion, self-care and burnout. Specifically, the study aimed to 

determine whether self-compassion may strengthen the relationship between self-care and burnout in 

New Zealand and Australian psychologists. An additional aim of this study was to determine how 

Zealand and Australian psychologists fare in terms of self-care, self-compassion and burnout more 

generally, given the lack of current data within this population. Two hierarchical regression analyses 

were conducted to explore self-compassion’s relationship with both personal and professional self-care. 

A third hierarchical regression analysis was run to examine the association between both self-care and 

self-compassion with burnout. A final moderation analysis was run with self-care as the independent 

variable (X), burnout as the dependent variable (Y) and self-compassion as the moderator variable (W) 

to determine whether self-compassion significantly moderated the relationship between self-care and 

burnout.  

All hypotheses were supported by the results of this research. Specifically, self-compassion was 

positively associated with psychologists’ engagement in personal self-care (1) and professional self-care 

(2). Psychologists’ level of self-care engagement and level of self-compassion was negatively associated 

with burnout (3). Finally, psychologists’ level of self-compassion was found to strengthen the 

relationship between self-care and burnout (4). Results also showed that, in line with claims within the 

existing literature, psychologists fared only averagely in terms of engagement in self-care practices. 

Similarly, New Zealand and Australian psychologists were found to have moderate levels of self-

compassion and burnout. The ensuing discussion will provide further exploration and context for these 

findings along with possible implications respect to the current evidence base and original research. 
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Following this review, the methodological strengths and weaknesses of this research along with 

recommendations for future research will be discussed. 

Psychologists Level of Self-compassion, Self-care and Burnout 

Self-Compassion 

The sample of New Zealand and Australian psychologists in this research had moderate levels of 

self-compassion, with a mean score of 3.4. The mean self-compassion score found in this research is 

similar to that of prior research on American social workers (Lianekhammy et al., 2018; Miller et al., 

2019; Miller et al., 2020) and healthcare professionals (Hashem & Zeinoun, 2020) but higher compared 

to prior research on Irish social work students (Kotera, Tsuda-McCaie, et al., 2021). Thus, New Zealand 

and Australian psychologists score similarly to other mental health professionals in terms of self-

compassion. However given the lack of previous research, these findings offer initial estimates of self-

compassion levels within New Zealand and Australian psychologists. The moderate level of self-

compassion found in this study indicates there is still substantial room for improvement for 

psychologists in terms of being compassionate towards themselves. Given the many documented 

benefits of self-compassion, it may be beneficial for future research to continue to explore self-

compassion within this population, particularly with regards to intervention studies aimed at increasing 

self-compassion levels.  

Self-Care 

The results of this research found that psychologists engaged in self-care only moderately, with 

the lowest engagement found for personal self-care practices. The average level of overall self-care was 

49.1 out of 72, with an average score of 25.2 and 23.8 out of 36 for professional and personal self-care 

respectively. This moderate engagement in self-care is in line with qualitative concerns in the literature 

that psychologists tend be poor at prioritising their own wellbeing (Coleman et al., 2016; Norcross & 

VandenBos, 2018) and tend to overlook their own self-care (Dattilio, 2015). Given the crucial need for 
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psychologists to engage in effective self-care for their own welfare and the ethical imperative for 

competent practice (Barnett et al., 2007; Posluns & Gall, 2020), these results highlight psychologists’ 

capacity for improvement in self-care and the need to investigate factors that may increase self-care 

engagement within psychologists. These results are among the first to provide quantitative support for 

these points and offers initial estimates of self-care within a New Zealand and Australian population of 

psychologists.  

Burnout 

The mean scores for burnout found in this study for all burnout subscales, as well as overall 

burnout, were higher than those seen in prior research on Australian psychologists (D’Souza et al., 2011; 

Di Benedetto & Swadling, 2014), American mental health graduates and professionals (Warlick et al., 

2021), and Danish human service workers (Kristensen et al., 2005). Specifically, this research found 

29.4% of psychologists met the criteria for burnout compared to 14.4% and 8% of Australian 

psychologists who met the criteria for burnout in studies by Di Benedetto and Swadling (2014) and 

D’Souza et al. (2011) respectively. The results of this study appear more similar to a recent study on 

Australian psychologists by (McCade et al., 2021) that found 27.8% of psychologists sampled met the 

criteria for burnout. These results indicate a real, significant risk of burnout within New Zealand and 

Australian psychologists, perhaps even suggesting that the risk of burnout for psychologists may be 

increasing given the findings of this study and McCade et al. (2021) compared to earlier findings on 

Australian psychologists (D’Souza et al., 2011; Di Benedetto & Swadling, 2014). These increased rates 

are a concern; given the higher rates are post-Covid, when mental distress and the strain on mental 

health services increased, it could represent a profession that is straining under increased demand. It is 

important to acknowledge, however, that the higher levels could also be due to differences in sample 

characteristics between this study and prior research. Nevertheless, the high risk of burnout seen in this 
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research highlights the importance for future studies to build upon these initial findings and continue to 

explore protective factors and practices for the psychology profession. 

These findings contribute to the burnout, self-compassion and self-care literature by offering 

initial estimates of each factor within a New Zealand population of psychologists, which is important 

given the relative paucity of research on psychologists in general but specifically within a New Zealand 

context.  

Self-Compassion’s Relationship with Professional and Personal Self-Care 

The results confirmed that there was a significant positive relationship between psychologists’ 

level of self-compassion and their engagement in professional and personal self-care behaviours. This 

suggests that New Zealand and Australian psychologists high in self-compassion are more likely to 

engage in an increased number of both professional and personal self-care behaviours. This finding is 

consistent the general health activation research that suggests self-compassion promotes positive 

engagement in health behaviours such as physical exercise, sleep and healthy eating (Colman et al., 

2016; Sanchez-Reilly et al., 2013; Sirois et al., 2015) as well as engagement in health management 

behaviours for individual wellbeing (Ferrari et al., 2017; Homan & Sirois, 2017). 

Additionally, these findings are in line with the two existing studies to examine self-

compassion’s relationship with self-care (Miller et al., 2019; Mills et al., 2018). These results replicate 

the findings of the only other known study to directly investigate the link between self-compassion and 

professional and personal self-care in mental health professionals (Miller et al., 2019). Miller et al. 

(2019) also reported that self-compassion was significant predictor of professional and personal self-

care in social workers over and above significant covariates, with self-compassion explaining an 

additional 14.3% and 14.2% of the variance in professional self-care and personal self-care respectively 

(Miller et al., 2019). Comparatively, this study found self-compassion to significantly predict 

psychologists’ engagement in both professional and personal self-care, with self-compassion explaining 
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an additional 15% and 19% of the variation in professional self-care and personal self-care practices 

respectively over and above relevant covariates. Interestingly, self-compassion was found to explain a 

greater amount of variance in personal self-care compared to professional self-care within this research; 

although professional and personal self-care engagement were not compared directly, these results 

open the pathway for future research to build on and expand these initial findings. It could be that 

professional self-care is considered ‘a part of the job’ as per ethical codes of practice for psychologists, 

while the professional requirement for personal self-care is often not realised. 

Although this study did not investigate mechanisms that may be involved in understanding how 

or why self-compassion is associated with greater self-care (and neither has any prior research explicitly 

investigated this), speculation can be seen within the wider literature. For example, self-compassion 

may lead to greater engagement in self-care practices due to its association with promoting motivation 

and positive [health] action (Neff, 2023a; Norcross & VandenBos, 2018), improving recognition of one’s 

own needs (Colman et al., 2016; Pakenham, 2017), reducing feelings of stigma and shame (Norcross & 

VandenBos, 2018), and/or being accepting of taking time for oneself (Dattilio, 2015; Neff, 2023a; 

Norcross & VandenBos, 2018). Greater self-compassion for psychologists may lead to increased 

awareness of when they are struggling and enable them to be more accepting of asking for help and 

taking time for themselves without feeling selfish or concerned about stigma (Colman et al., 2016; Neff, 

2023a; Norcross & VandenBos, 2018; Pakenham, 2017). However, these are all still speculative as 

research has not currently explored these theories and more research is required. 

The finding that self-compassion is associated with greater engagement in personal and 

professional self-care practices within psychologists offers an important contribution to the developing 

[self-care] literature by verifying self-compassion’s association with self-care (Miller et al., 2019; Mills et 

al., 2018) and extending these findings for the first time to psychologists and within a New Zealand and 
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Australian context. Building on the limited literature base investigating self-compassion’s relationship 

with self-care is important to corroborate and expand on current findings.  

Further, investigating this link within psychologists is valuable given the ethical imperative of 

self-care for psychologists alongside the moderate levels of self-care found within this population. The 

finding that self-compassion increases psychologists’ personal and professional self-care offers 

considerable utility for the profession especially given that self-compassion can be taught and increase 

through interventions. Further exploration of self-compassion as a target factor for improving 

psychologists’ self-care (through intervention studies teaching self-compassion) would be beneficial to 

confirm its utility and determine the applicability of self-compassion as a method to promote self-care 

for psychologists.  

Due to the cross-sectional nature of this study, it is important to acknowledge that these results 

are correlational and therefore causation cannot be inferred. Consequently, longitudinal research is 

needed to add to the literature base and offer potential evidence for a causal relationship between the 

two factors. Further, given the current scarcity of research specifically investigating the link between 

self-compassion and self-care practices, these results are more exploratory by nature and additional 

research is needed to clarify and confirm the relationship between self-compassion and self-care within 

psychologists. Despite this, these results highlight self-compassion as a promising factor for boosting 

engagement in self-care practices of psychologists in New Zealand and Australia.  

Self-Compassion, Self-Care and Burnout 

The results confirmed that there was a significant negative relationship between psychologists’ 

level of self-compassion and their level of burnout. They also confirmed that there was a significant 

negative relationship between psychologists’ level of engagement in self-care and their level of burnout. 

The negative association between both self-compassion and self-care with burnout found in this 

research is consistent with a personal resources approach to buffering burnout in line with JD-R and COR 
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models. Self-compassion and self-care can be viewed as internal, personal resources that an individual 

can use to help mitigate the impact stressors and buffer deleterious consequences such as burnout. 

Self-care was found to uniquely explain 15% of the variation in psychologist’s burnout level, 

highlighting that greater engagement in self-care is associated with a lower level of burnout in 

psychologists. As previously mentioned, direct comparison between studies investigating self-care and 

burnout is difficult given the wide variation in self-care measurements and theory utilised. Despite this, 

the relationship between self-care and burnout found in this research is in line with the prior research 

on mental health professionals. For example, self-care in the form of career sustaining behaviour has 

been found to be associated with less burnout in Australian psychologists (Di Benedetto & Swadling, 

2014) and counsellors (Earle, 2017). Similarly, self-care as measured across core domains involving 

physical, spiritual, emotional, psychological and professional self-care has been linked to lower burnout 

and compassion fatigue in hospice workers (Alkema et al., 2008) and lower emotional exhaustion in 

psychologists (Rupert & Dorociak, 2019). 

In this study, self-compassion explained an additional 6% of the variation in burnout over and 

above self-care, with higher self-compassion resulting in lower levels of burnout in psychologists. The 

relationship between self-compassion and burnout found in this study is consistent with prior research 

that has investigated these factors in various helping professions. Specifically, greater self-compassion 

has been linked with lower burnout in psychologists (Eriksson et al., 2018), student counsellors and 

behavioural psychotherapists (Beaumont et al., 2016). A study on Australian psychologists relatedly 

found that increased self-compassion is associated with reduced stress symptoms (Finlay-Jones et al., 

2015).  

In summary, the results of this research indicate that psychologists who have higher self-

compassion tend to experience lower levels of burnout and similarly, psychologists who have greater 

engagement in self-care tend to experience lower levels of burnout. These findings provide initial 
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evidence for self-compassion and self-care being key personal resources for psychologists to focus on 

accumulating to protect against burnout.  

This research contributes to our understanding of burnout’s relationship with self-compassion 

and self-care in several ways. Firstly, this research builds on the limited literature confirming self-care’s 

link with burnout among Australian psychologists and provides initial, novel evidence for this 

relationship in New Zealand psychologists. Most importantly it verifies the association not only in an 

understudied population, but it also utilises a theoretically robust conceptualisation and measure of 

self-care, supporting future researchers to start systematically investigating the impact of self-care and 

enabling the direct comparison of future findings. Regarding self-compassion, the results of this study 

extend prior research findings investigating the link between self-compassion and burnout for the first 

time to New Zealand and Australian psychologists. These findings also offer a much-needed addition to 

the comparatively lacking personal resource research within the burnout literature (Siebert, 2005; Yang 

& Hayes, 2020), enabling exploration of a resource (Neff & Germer, 2013) that may be beneficial in 

reducing burnout in psychologists. 

Although causality cannot be inferred from this research due to the cross-sectional design’ of 

the study, the results provide valuable information for psychologists and the psychology profession. 

They indicate for the first time the benefit of self-compassion for psychologists with regards to burnout 

and they also provide much needed empirical evidence to support the argument for the protective role 

of self-care against burnout. They also provide additional support for the ethical imperative of self-care 

engagement for psychologists through its link with reducing burnout given the heightened risk of stress 

for this population. Additional research is required to build upon these initial findings as given the 

dearth of current robust empirical research, the results of this research are best viewed as exploratory. 
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Self-Compassion as a Moderator 

A core finding from this research was that self-compassion played a significant moderating role 

in the relationship between self-care and burnout. The results showed that for psychologists who 

reported average or higher than average self-compassion, the relationship between self-care and 

burnout was stronger such that the influence of self-care on burnout was more negative. In other 

words, psychologists who have greater engagement in self-care combined with higher self-compassion 

experience significantly lower levels of burnout. 

The significant moderating effect of self-compassion, which strengthens the negative 

association that self-care has with burnout in psychologists, is a novel finding and there is no directly 

comparable research. It does however align with the general research that self-compassion is associated 

with self-care (Miller et al., 2019; Mills et al., 2018) and improving individuals’ motivation towards, and 

engagement in, health promoting activities (Homan & Sirois, 2017; Neff, 2023a), as well as with the 

evidence that self-compassion improves resilience against stress related outcomes (Allen & Leary, 2010; 

Kotera, Cockerill, et al., 2021; Kotera, Tsuda-McCaie, et al., 2021). 

Given the unique nature of this research and the constraints of the investigation, these findings 

are not able to provide clarity as to potential reasons for the moderating effect of self-compassion. 

Despite this, based off current literature and theoretical rationale, possible explanations for this effect 

could be hypothesised. One potential explanation could be that psychologists who have greater levels of 

self-compassion can have a greater awareness and recognition of their own needs along with a genuine 

desire and motivation to be kind towards oneself and take time to prioritise their needs (Colman et al., 

2016; Neff, 2023a). This may result in them being more likely to take active steps towards engaging in 

self-care behaviours, which in turn serve to buffer against deleterious outcomes such as burnout. It is 

also possible that psychologists’ self-compassion may play an important role in reducing barriers to self-

care engagement which are prevalent in this population. For example, psychologists’ tendencies to put 
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others’ needs ahead of one’s own needs (Norcross & VandenBos, 2018). Alternatively, self-compassion 

may serve to reduce the stigma associated with help seeking (Smith & Moss, 2009) along with the 

notion of self-care for the therapist as selfish (Norcross & VandenBos, 2018) or in some way a reflection 

of failure or professional incompetence (Dattilio, 2015). Overall, the significant moderation result found 

in this research is in line with the aforementioned empirical evidence and theoretical rationale linking 

self-compassion with self-care and self-compassion with burnout.  

Interestingly, the moderating effect of self-compassion was only found for psychologists who 

scored average or above average on self-compassion, and not for psychologists who scored below 

average. This indicates that a psychologist’s level of self-compassion does not have an impact at low 

scores, but it does play a significant role once scores reach the mean or higher. It is possible that the 

positive dimension of self-compassion (self-kindness, mindfulness and common humanity) rather than 

the negative dimension (self-judgment, over-identification and isolation) is influential in impacting self-

care and reducing burnout. Nevertheless, the significant versus non-significant moderation finding for 

self-compassion provides an interesting direction for future research to consider why this difference 

may occur and whether the two dimensions of self-compassion play any role in these relationships. It is 

important to recognise that the moderation interaction term in this research accounted for only 2% of 

the variance in burnout, thus indicating that other factors in addition to self-compassion are likely to 

influence the relationship between self-care and burnout. As such, future research should also 

investigate other variables which may help us better understand the relationship between self-care and 

burnout in psychologists. 

Given the exploratory nature of this research, the moderation findings are best viewed as 

tentative, offering purely correlational evidence to support this relationship rather than causal. Despite 

this, the current research offers a valuable contribution to the literature as it is the first known attempt 

at investigating and confirming the existence of the significant moderating role of self-compassion in the 
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relationship between self-care and burnout. This initial evidence sets the groundwork and highlights 

self-compassion as a promising factor for future research.  

This research offers beneficial implications for psychologists, and the profession as a whole, as 

these findings indicate that the impact of self-care on burnout for psychologists is stronger when those 

psychologists also have average or higher levels of self-compassion. This highlights a target factor that 

both individual psychologists and the profession could focus on to improve the positive effects of self-

care practices and thus further reduce the risk of burnout within such an inherently stressful profession. 

The utility of self-compassion as a target factor for future research is further highlighted by the fact that 

the results of this study also show self-compassion to be independently linked to improved self-care 

behaviours and reduced burnout within psychologists.  

Additionally, the finding that self-compassion is a significant moderator of the relationship 

between self-care and burnout has important implications given that 29.4% of psychologists met the 

criteria for burnout within this study. The risk of burnout within psychologists appears very real and the 

finding that a modifiable, personal factor such as self-compassion may serve to both enhance self-care 

and strengthen its negative association with burnout offers much needed guidance for potential ways to 

both improve self-care practices and reduce negative stress outcomes within psychologists. 

Summary 

The findings highlight self-compassion as a promising target factor for enhancing self-care 

practices and ameliorating burnout in psychologists. This also emphasises the multifaceted utility of self-

compassion in both enhancing positive outcomes and decreasing negative outcomes. Further, this 

research highlighted for the first time the potential moderating role of self-compassion between self-

care and burnout. Consequently, this study offers initial evidence for self-compassion as a possible 

single factor which psychologists could focus on to lead to both better self-care and reduce their risk of 

burnout and it paves the way for future research to expand these tentative findings.  
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The focus on personal resources in relation to burnout in this research, rather than occupational 

factors, is beneficial given the scarcity of current personal resource literature. Personal resource 

research is particularly valuable given the current context and state of the psychology profession post-

covid. Within Australia and New Zealand there are no quick organisational or systemic fixes for the 

increasing demand for psychological support; this, alongside the innate occupational stressors faced by 

psychologists, means psychologists need to look at ways they can protect themselves effectively against 

burnout whilst waiting for much needed systemic organisational change. 

Strengths and Weaknesses 

It is necessary to consider both the strengths and limitations of this study to appropriately 

quantify and interpret the findings. One major strength of this research was the use of a validated and 

replicable measure of self-care (SCPS) that was specifically designed for use within helping professionals. 

The use of a validated self-care measure is valuable given the lack of clarity and empirically driven 

research within the self-care literature base (Callan et al., 2021; Dorociak, Rupert, Bryant, et al., 2017). 

The use of a validated measure enables a more robust indication of the relationship between self-care 

and self-compassion within psychologists and improves the ability for additional research to replicate, 

compare and contrast findings. A further strength was the use of the CBI rather than the oversaturated 

and criticised MBI (Kristensen et al., 2005; Schaufeli, 2003). Utilising the CBI instead of MBI enabled 

examination of the core component of burnout (emotional exhaustion) without conflating burnout with 

a consequence (reduced personal accomplishment) or a coping strategy (depersonalisation) (Kristensen 

et al., 2005; Schaufeli & Taris, 2005). 

Despite these strengths, several limitations need to be highlighted. Firstly, given the cross-

sectional nature of this study, it is impossible to establish the temporal order or direction of 

relationships; nor whether a third, untested variable underlies these relationships (Homan, 2016; Rohrer 

et al., 2022). Consequently, causal inferences are not possible, and the results should be considered as 
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correlational evidence regarding the relationship between self-compassion and self-care as well as 

between self-compassion, self-care and burnout. 

Utilising the Self-Compassion Scale - Short Form (Neff, 2003a), although beneficial for reducing 

survey fatigue, is limited in its ability to facilitate further analyses on how self-compassion moderates 

the relationship between self-care and burnout. This is particularly relevant with regards to the 

significant moderation for mean and high levels of self-compassion but not for low levels of self-

compassion. The use of the short form does not enable investigation of whether the influence of self-

compassion could be ascribed to its positive (self-kindness, mindfulness, common humanity) or negative 

(self-judgement, over-identification, isolation) dimensions (Neff & Tóth-Király, 2022). 

Another limitation of this study is the use of self-report measures. Although aiding accessibility 

for participants, self-report measures are commonly subject to limitations such as response biases 

(Bucher et al., 2020). Specifically, self-report measures rely on participants having the capacity to 

accurately identify and acknowledge their own thoughts, feelings and behaviours, something that 

psychologists have been found to be poor, specifically in recognising their personal red flags or early 

indicators of burnout (Smith & Moss, 2009). Consequently, these results may not be representative of 

the true burnout levels within this population. Additionally, highly distressed psychologists experiencing 

burnout could have already left the profession and given the inclusion criteria for this study, would not 

have been captured. Further, the voluntary nature of the study could be considered a limitation with 

respect to investigating the variables of interest, in particular burnout. It is possible that participants 

who were more likely to respond to a survey of their own volition may be less likely to endorse higher 

levels of burnout than the wider population of interest.  

Additionally, given the majority of responses came from New Zealand psychologists with only 9 

from Australian psychologists, the results of this research are more representative of New Zealand 

psychologists than Australian psychologists. Furthermore, given the relatively homogenous nature of the 
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sample, generalisation of these findings to all New Zealand psychologists is limited. The participants 

were mainly Pākehā/New Zealand European, working over 31 hours per week, working in private or 

government/health funded practice, and working as a clinical psychologist. As such, any attempts to 

generalise these findings beyond the sample characteristics of this research needs to be done with 

caution. 

Future Research and Recommendations 

The results of this research, along with the previously mentioned limitations, highlight several 

avenues and considerations for future research. Notably, given the underdeveloped nature of this body 

of literature it would be beneficial for research to continue to confirm these relationships both within 

psychologists and other mental health populations. This is especially the case for the moderating role of 

self-compassion which until now has not been investigated with respect to self-care and burnout. 

Additionally, considering the moderate levels of self-care found in psychologists in this research (along 

with the ethical imperative of self-care), there is a clear need for future research to continue to explore 

and investigate factors that may boost self-care practices within this population. Self-compassion offers 

a promising first step in research aimed at improving self-care for psychologists, but additional studies 

are needed that focus on both self-compassion as well as other relevant factors to develop a rich 

literature base. The need to explore other factors is also reinforced by the fact that the interaction term 

within the moderation model only accounted for 2% of the variance in burnout, highlighting that other 

factors likely play a role in understanding these relationships. 

Given these findings and the exploratory nature of the research base, it would be beneficial for 

additional studies to incorporate a qualitative component to help better understand psychologists’ 

engagement in, and barriers to, self-care as well as any potential additional factors that may be relevant 

in the relationships between self-care, self-compassion and burnout. Qualitative research would enable 



 85 

greater exploration of relevant themes and concepts to aid future research to build upon these initial 

findings.  

Further, given the research is cross-sectional, it would be beneficial for future research to 

establish casual evidence for the relationship between self-compassion and self-care, as well as with 

regards to the moderating role of self-compassion with self-care and burnout. Research that utilises 

longitudinal design or randomised control interventions would enable more clarity around the temporal 

order of these relationships and thus, facilitate a more robust casual inference. Given the existence of 

Mindful Self-Compassion training (Germer & Neff, 2019) and potential benefit self-compassion may 

have in bolstering both self-care engagement and buffering burnout, intervention research would be 

especially useful. Intervention research would aid in determining the practical utility of self-compassion 

for psychologists beyond these initial findings. By understanding more about self-compassion’s role, and 

the ability for self-compassion to be increased in psychologists, more specific strategies could be 

incorporated into psychologist professional development activities that focus on training self-

compassion. 

Additionally, the significant versus non-significant moderation finding for self-compassion 

provides a promising direction for further investigation to consider why this difference may occur and 

whether the two dimensions (positive and negative) of self-compassion play any role in these 

relationships. Consequently, to aid in the understanding of how self-compassion influences self-care and 

burnout, it would be interesting for future research to utilise the full self-compassion scale. The full scale 

would enable exploration of any differences or nuances in findings between the positive and negative 

dimensions of self-compassion (Neff, 2003a; Neff & Tóth-Király, 2022). An additional consideration for 

future research would be to provide a clear definition of self-care and utilise validated, empirical self-

care measures. This would enable a systematic exploration of self-care, allow for a more direct 

comparison between studies and add empirical vigour to the literature base.  
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The sample in this research was predominantly New Zealand European, clinical psychologists. As 

such a more representative sample of psychologists in future research would enhance the 

generalisability of these findings to psychologists across New Zealand and Australia. It is also important 

to note that it was difficult to recruit psychologists for this study. It is possible that psychologists were 

too busy to contribute to research that direct benefits them and their wellbeing.  

Ultimately, given the infancy of the literature surrounding self-compassion as a predictor of self-

care (as well as self-compassion as a moderator), there is a call for additional research that provides 

further proof of concept for these results. Consequently, any future research that attempts to build up 

or replicate these relationships and enhance our understanding of self-compassion’s role with self-care 

and burnout is recommended. 
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Chapter 6: Conclusion 

The demanding nature of psychologists’ work puts them at heightened risk of experiencing 

burnout. Self-care has been widely purported as an important protective resource against burnout, yet 

despite its importance, psychologists’ engagement in self-care is generally lacking. Self-compassion is a 

promising factor for enhancing self-care and buffering burnout in psychologists. Thus, an initial aim of 

this study was to explore self-compassion’s relationship with self-care in New Zealand and Australian 

psychologists (n = 197). Despite the importance of self-care for psychologists, and the heightened risk of 

burnout within this population, surprisingly few studies have systematically investigated factors that 

may be protective against burnout for this population. Consequently, a core aim of this research was to 

examine the relationships between self-compassion, self-care and burnout collectively. Specifically, this 

research aimed to investigate whether self-compassion was a factor by which the relationship between 

self-care and burnout in New Zealand and Australian psychologists could be strengthened. 

Prior research has provided evidence to support self-compassion’s role in promoting self-care in 

helping professionals; however, this evidence is exploratory in nature and in need of support. To date, 

no research has explored self-compassion as a potential moderator between self-care and burnout with 

most prior research on burnout in psychologists focusing almost exclusively on occupational causes 

rather than protective factors (Schaufeli, Bakker, et al., 2009). Therefore, this research conducted three 

hierarchical regression analyses along with a cross-sectional moderation analysis to provide initial 

evidence in support of potential personal resources to protect against burnout and boost self-care 

practices in New Zealand and Australian psychologists. 

The results showed self-compassion to have a significant, positive relationship with 

psychologists’ engagement in both personal and professional self-care. Further, self-compassion and 

self-care both had a significant, negative association with burnout. Finally, self-compassion was a 

significant moderator of the relationship between self-care and burnout, such that, self-compassion 
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strengthened the negative relationship that self-care had with burnout. This research provides much 

needed empirical support for personal factors that can buffer burnout in psychologists. These findings 

provide initial groundwork for exploring the moderating role of self-compassion and highlights new 

ways of thinking about self-compassion, self-care, and burnout within this population. The results of this 

research suggest that self-compassion is a means by which psychologists’ engagement in both personal 

and professional self-care can be improved, and provides support for both self-compassion and self-care 

being factors that can reduce the risk of burnout in this population. Furthermore, they suggest that self-

compassion could play a key role in strengthening the relationship that self-care has with burnout. 

These initial findings contribute to the literature in numerous ways. This research is one of the 

first attempts to replicate Miller et al. (2019) initial study on self-compassion and self-care in social 

workers and thus, builds on the initial evidence showing that self-compassion is positively associated 

with self-care, confirming that these results are consistent within a population of New Zealand and 

Australian psychologists. Secondly, this research provides much needed empirical support for the role of 

self-care and self-compassion in buffering burnout. Adding empirical support to the burnout literature 

for psychologists is important as so far research has focused predominantly on healthcare populations 

such as doctors and nurses or other mental health occupations such as social workers. The risk of 

burnout in psychologists, alongside the current mental health landscapes in New Zealand and Australia 

further highlight the need for research to focus on personal factors that may be protective for 

psychologists. Further, the focus on protective personal resources in this research addresses a gap in the 

burnout literature for psychologists and highlights avenues for future research to continue to develop 

upon these results. 

Finally, this research is the first known study to demonstrate the potential moderating role that 

self-compassion plays in the relationship between self-care and burnout. This offers a novel finding and 

paves the pathway for additional studies to focus on self-compassion as a core factor to focus on for 
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improving overall self-care engagement and ameliorating burnout in psychologists. Overall, this research 

provides initial proof of concept for self-compassion being predictive of self-care as well as self-

compassion being a moderator, and it builds the foundation for considering more effective ways to 

protect against burnout.  

These findings are of interest to psychologists and the psychology profession as a whole, as they 

provide support for a key factor that is easily trainable and can both improve self-care and reduce 

burnout within the occupation. The value of these findings is heightened given the current pressures 

facing psychologists and increase demands for services within New Zealand and Australia. Future 

research should continue to build on these findings to verify self-compassions utility as a personal 

resource for psychologists, and to substantiate the moderating role that self-compassion may play 

between self-care and burnout within this population as well as other mental health populations.  

In summary, this research provides the groundwork for exploring self-compassion as a 

potentially beneficial resource for New Zealand and Australian psychologists. It offers a first step for 

clarifying the relationship between burnout and self-care with regards to self-compassion, and it 

provides recommendations for considering these relationships in future research.  
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